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Tue era of unrest has invaded the field of 
medicine. Everyone seems to be looking for 
trouble. No one ean rest easy unless she has 
had a ‘‘thorough examination’’. The phrase, 
‘Periodic Health Examination’’, is crowding 
out the old phrases, ‘‘ Psychoanalysis’’ and ‘‘In- 
feriority Complex’’. School teachers, who be- 
grudge three dollars for a doctor’s midnight 
eall to determine whether their abdominal pain 
means too much ice cream or a rupturing ap- 
pendix, are falling over themselves to pay twen- 
ty dollars to have their ‘‘lives extended’’. There 
is confusion in it all. Many of the examinees 
feel that the examination itself will extend their 
lives, and the longer the examination, the long- 
er the life. 

Some doctors ridicule such examinations; 
some express honest fear that they will make of 
us a nation of hypochondriaes; but whatever 
their opinion about adu/t examination most doe- 
tors and laymen admit the logie of periodic ex- 
amination of the growing and developing child. 
The examination fever, in one form or another, 
has therefore infeeted the schools. 

“ice it is in the matter of the school examin- 
ations that the school and family doctor come 
Info contaet (pleasant and unpleasant) it seems 
best ‘o limit this paper on ‘‘The Relation of 
the School Physician to the Family Doetor’’ to 
a (dissussion of the problem of the school phys- 
wal oxaminations, and leave out the other prob- 
lems of school health supervision. 

| s,onld be said at the start that the problem 
varios sreatly in different types of schools. The 
pub sehool child often has no examination 
én 10 doetor except those furnished by the 
Scho-\. The private boarding school physician 
‘s the personal physician for nine months out of 
the year. My experience and the material in 
this paper deal only with the private day school. 
The following speakers will take up the problem 


of the private boarding school, and the public 
school. 

When I started as school physician I was 
assigned to a school where I was to make pe- 
riodie examinations of patients of your chair- 
man, your secretary and members of this Ped- 
iatric Section. So do you wonder that a young- 
ster, just out of the hospital, should have early 
come to the conclusion, that the thing to do 
was to throw the responsibility for these exam- 
inations back on these doctors, that is the fam- 
ily physicians. 

Even after five years experience this was still 
my firm belief, and this conclusion was to have 
been the burden of this paper. Further study 
of present conditions has however made some 
changes in my ideas. 

Let us ask then to what extent the physical 
examination routine has been developed in the 
private day schools; and whether this machin- 
ery ean and should be made to stand the strain 
of the so ealled periodic examination of these 
children. The clearest way will be to trace the 
development in a particular sehcol. 

Five years ago the Beaver Country Day 
School was organized in Boston. A complete 
health program was to be developed in connec- 
tion with the school. A medical board was ap- 
pointed consisting of pediatricians, an ortho- 
pedie surgeon, and specialists in eye, ear, nose, 
throat and teeth. This board met at luncheon 
to outline policies, and strangely, as it seems to 
me now, concentrated all their attention on 
what sort of examination the school doctor 
should give. Each specialist outlined what 
seemed to him a necessary examination of his 
particular part of the body. The newly ap- 
pointed school physician, his head swimming, 
made rapid notes and later evolved this record 
ecard. 

This examination and card had only one vir- 
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tue, completeness; and in this virtue lay their | 
Too much time was required, 
Being so 


many faults. 
twenty-five minutes for each child. 
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It was too complicated and technical to be of 
value to the teachers and school Heads. 1). 


school physician’s interest in his problem 
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complete, the examination was made only once, 
at the time of entrance at the school, and pe- 
riodic follow-through of such matters as nutri- 
tion, vision and posture were apt to be neglected. 


exhausted in the examinations; he was incline‘ 
to feel that he had already earned his salary 
about twice; and he wished to hide until tine 


for the next examination Ue thus neglected to 
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Numb 
study > problems as the control of respira. | 
tory .ction; rest periods; sitting posture; 
and ©. --xereise on the playground. However, 
thes» plete examinations were made for 
thre voors, and the findings are worth a brief 

be remembered that these children 
eame {vom homes where there was more than 
usual iuterest in the child and exceptionally 
good me tical supervision. The next table classi- 
fies ‘he family physicians, the names being 
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You will notice that, if at the beginning ] 


entertained any hope of picking up mitral sten- 
oses or other organic disease which your chair- 


man had missed, such hope quickly vanished. 
Furthermore I did not find evidence of incip- 
ient disease, and I think only occasional cases 
are found by others in private school examin- 
ations. You will notice also that I have left out 
of this summary any figures regarding hemo 
globin, blood pressure, vital ‘capacity, chest ex- 
pansion and other time-consuming procedures. 


given by the child at the time of examination, ‘ This is partly in order not to confuse the pic- 


Name 


Date of birth Date of examination repnapenenans 
Family physician Sillhouettenumber 
Sept. Oct. Nov. Dec. Jan. Feb. Mar. Apr May 
average normal slightly Average weight Pupil'e 
slender underweight moderately for Preeent 10%, under 
NUTRITION. Type: stocky — Appearance: overweight definitely. and weight ie: 20° over 
worn with 
VISION Glasses: not worn. Rt. Lt. without glasses. Last oculiet exam. 
completely small slightly 
satisfactorily averege moderately slightly 
has worn 
ie wearing 
TEETH Condition. Bands: will wear. Occlusion Eruption . 
before exercise significant 
LUNGS 
Painful Pronated average 
FEET No pain. Not Ppronated. Arches: flat. .. — 
slight amount slight amount 
moderate Urine significant 
URINE Albumin: large. Sugar: large Microscopical .... findinge: not significant 
fair 
CONCLUSIONS General condition: good poor. Special . —— 
CARD 2 


FAMILY PHYSICIAN 


Pediatricians 30% 
Internists 40 
General practitioners 20 
No doctor 10 
100% 


_ + next table will give a summary of the 
Im}o- ant defeets found in two hundred girls 


be... kindergarten and college age: 
200 Grats In Private Day ScHOOL 
trition 
10% to 20% underweight 33% 
“1% overweight 1% 
15% 
. nite visual defects not treated 11% 
tonsils 1% 
“atty occlusion or eruption 
Albuminuria 6% 
Glycosuria (one case) 0.5% 


ture, but largely because I saw, after trying all 
these things, that in my hands, with the time 
at my disposal, they were of little value to pu- 
pil or school, and of little interest to me. 

We found no true organic hearts. There 
were two widely transmitted apical systolic mur- 
murs, which may or may not in these cases have 
meant valvular damage. One of these was 
known and followed, but the other, in view of 
the child’s poor condition, I reported to the 
family physician, a gynecologist. He at first 
disregarded it and later took it to mean a prob- 
able cardiac condition. (I might say in passing 
that when the family found that I had originally 
reported to the doctor and not to them, they 
descended upon me.) Twenty-five percent of 
the girls had easily demonstrable functional 
murmurs. 

We found no pulmonary tuberculosis and ne 
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hitherto unknown pulmonary pathology. I 
have no doubt we missed cases of ‘‘hilum tuber- 
culosis’’. 

In this group, tonsils are rarely a factor. One 
hundred and twenty-one of two hundred and 
two children, or roughly sixty percent, have had 
their tonsils satisfactorily removed. Teeth have 
received much attention, some think too much. 


when necessary, and no attempt is made to pro- 
vide a card which can be used for consecutive 
years. 

Some such examination is the one being male | 
at most private schools around Boston. ‘The 
urine examination is not made in the other 
schools. I wished to do it at least once as a 
matter of interest. 


Parents’ Names . 
SCHOOL YEAR 1 2 3 HAS PUPIL HAD 
tion 
Date of Examina 
Age Measles 
Mumps 
Height 
Diphtheria 
Average Height for Age Whooping Cough 
Scarlet Fever 
Weight 
Chicken Pox 
Average Weight for Age 
Average Weight for Height 
Teeth 
Tonsils 
Adenoids 
Glands 
0 ic 
Heart 
Lungs 
Nutritien 
Posture Schick Test 
Spi Date 
Results 
Vision Immunization 
Hearing 
Vaccination 
I. Q. 
CARD 3 


One hundred and twenty-six of the two hun- 
dred and two, again sixty percent, have worn 
bands. 

It had now become clear that if these examin- 
ations were to be continued, they could be much 
simpler and the record card should be one that 
would be of some use to the teacher and the 


parent. My next card was therefore of this 
form. 


As you will see, the examination is shortened, 
there is ample room for complete description 


The next card is a still simpler one from 
another school. 

The posture examination should be especially 
emphasized. We used the well known standaris 
of Drs. Lee and Brown of Harvard and the 
technique of Mr. Fradd, also of Harvard. By 
means of a special camera, silhouettes can be 
taken directly on sensitive paper, developed at 
once and shown to the child at the time of the 
examination, often producing a good psycho- 
logical reaction. Figure 1 gives such a rec- 
ord. 
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Reading from left to right, the first position 
is the back view to give relative height of shoul- 
ders, hips, ete.; the second position, the side 
view of what aims to be the natural standing 
posture; the third position, the child’s idea of 
eorrect posture; and the last, the child put into 
what the physical director feels is the best pos- 
sible position for that child. Incidentally such 
silhouettes give a good record of the type of 
build and the state of nutrition. 

In earrying out this examination, the phys- 
ical director made the silhouette, while one or 
two other assistants helped the doctor with the 
physical examinations. Leaving out urine ex- 
amination, the time taken for each child was 
about ten minutes. Including urine examina- 


parents, and forty of these seemed to the par- 
tieular doctor consulted, worth carrying out. 
The one child with glycosuria on two separate 
examinations at the school, said she had no fam- 
ily physician. The report to the parents was 
apparently neglected. She has lost five pounds 
in weight during the school year, but showed 
no sugar in a single specimen obtained a few 
days ago. This case now becomes one of the 
ticklish problems for a school doctor to handle. 

No treatment of any kind was attempted at 
the school except in the case of posture, and 
this was undertaken only at the specific request 
of the parents. The problem of posture exercise 
at the school is beyond the scope of the present 
paper. 


FIGURE 1 


tion, setting up apparatus, training assistants, 
etc.. one hundred hours were spent last fall in 
getiing records of two hundred children. An- 
other year this time could be shortened. 

On the basis of these records, the following 
recommendations were made to parents, only a 
few of the defects found being reported. 


RECOMMENDATIONS 
No 
treat- No 
Number ment action 
re- neces by 
ported Treated sary parents 

Posture 23 18 5 
Vision 14 8 4 2 
“eeth 9 3 2 1 
“onsils 2 1 1 
aibuminuria 9 3 4 
Clycosuria 1 1 
“.rcumceision: 2 2 
‘Sutrition 21 8 13 
81 41 8 32 


it will then be seen that out of about eighty 
‘commendations, fifty were taken up by the 


So much then for the physical examinations 
in a private day school, the points to be covered, 
the defects found, the recommendations made, 
and the attitude of the parents towards such 
recommendations. A certain amount of educa- 
tion had probably taken place, but one might 
still wonder whether such results justified the 
outlay of time and money. Peculiarly enough 
as my own faith in the examinations was de- 
creasing, that of the school authorities and par- 
ents seemed to be increasing. The school felt 
that they were being protected from some in- 
definable something, the nature of which I could 
not determine, and many of the parents began 
to feel that the health of their children was 
being peculiarly well taken care of. Then all 
of a sudden, I woke up to the fact that instead 
of being a school physician, who made examin- 
ations for the school in order to be sure that a 
particular child was not going to injure himself 
by athletic exertion, or injure others by spread- 
ing contagion, I had become, yea, was, that new 
species of paradox ‘‘The Health Physician’’. 
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Parents were over-emphasizing the value of a 
short physical examination at school and failing 
to realize the significance of the fact that | did 
not know the child’s background and home en- 
vironment, had not seen its reaction to measles 
and whooping cough, and could not know its 
emotional make-up. What many did see, was 
that the school offered an easy and apparently 
cheap way of having the now popular periodic 
examinations. 

It became important, then, to determine, as 
far as possible, just what reliance the parents 
were putting on the school examinations and 
just how much responsibility they expected the 
school physician to assume. We therefore sent 
questionnaires to the one hundred and sixty 
families. We asked the parents to classify them- 
selves in one of the following groups: 

First, those who depended entirely upon the 
school examination for a yearly check ou the 
pupil’s condition. 

Second, those who used the school examina- 
tion as a supplement to an occasional examina- 
tion by the family physician. ; 

Third, those who felt that their family phy- 
sician was doing all that was necessary. 

Fourth, those who felt that the school exam- 
ination was harmful. ; 

We received one hundred answers to this 
questionnaire within two weeks. The next table 
shows the result: 


PaRrENTS’ ATTITUDE ON ScHOoOoL EXAMINATION 
Depending entirely upon it 35 
Using it as a supplement 50 
Depending entirely upon family physician 14 
School examination harmful 1 


Total 100 


A further question was as to how many would 
be willing to have the school require a yearly 
examination by the family physician? Forty- 
four answered this question with a flat ‘‘No’’; 
forty passed the question by; two showed a 
willingness to have it done if the school desired ; 
and only fourteen seemed to approve such a 
scheme. 

Many of the comments were illuminating, a 
number stating that the schoo] seemed to them 
the natural place to have the examinations 
made. To quote, ‘‘A child being examined as 
one of many does not dwell on the matter mor- 
bidly’’. 

Others pointed out that in group examination, 
a certain standard was set to which the child 
could aspire. Still others felt it important for 
parents and children to realize that the school 
was interested in the whole problem physical as 
well as mental and moral. More than I ex- 
pected expressed gratitude for defects reported. 

I was interested in reports from two other 
schools where the parents may choose whether 
the family physician or school physician shall 
make the examination. One reported that only 


seventy-five out of two hundred and sixty-five 
children are now examined by the family doctor; 
and the other that only eight out of one hun- 
dred and seventy-two families wished the fam- 
ily doctor to make the examination. 

One parent at the Beaver Country Day Schoo! 
argued against the school examination with the 
following interesting comments: ‘‘In a general 
way my view is that schools are relieving par- 
ents of their responsibilities too much. It is 
bad for us parents and probably bad for the chi). 
dren in the long run’’. 

But this latter view was the exception, and 
our conclusion from the study of the answers 
was that the majority of the parents did want 
periodic examinations by the school physician, 
and in many cases gave good reasons why. Most 
of them, however, failed to realize that a true 
*“‘health examination’’ required more time in 
history taking and physical examination than 
the school physician could give, and needed he- 
sides a more intimate acquaintance with the 
child and its family. 

We then sought help from a different quarter 
and turned on the Heads of thirty-eight schools 
in the Private School Association of Boston and 
vicinity. Sixteen answers came from day 
schools and can be used in this discussion. These 
include, I think, practically all the large day 
schools in the vicinity. Fourteen of the sixteen 
schools have their own physicians, who make 
yearly examinations. The other two depend 
upon their physical directors and are apparently 
satisfied. Two of the schools, who are having 
examinations, are a bit doubtful as to their 
value, but twelve of the sixteen seem to feel that 
the school doctor’s physical examinations are 
necessary and worth while. It was very en- 
lightening to try to approach the problem from 
the standpoint of the school Head. There are 
apparently two different points of view. One 
group looks upon the school examination simply 
as a means of protecting them from injuring 
the child on the playground and from spread- 
ing contagious disease; the other group is look- 
ing at the problem from a much wider point of 
view. They are becoming more and more aware 
of the interdependence of the physical and men- 
tal life and are unwilling to undertake the de- 
velopment of the mental side without knowing 
the child’s physical background and condition. 
This latter group want from the school phys- 
ician, not only reports of the child’s physica! 
condition, but also his advice throughout the 
year in adapting the school program to each 
particular child. To such groups, reports from 
the family physician, even if available, would be 
of comparatively little value. ~ 

As one Head puts it ‘‘The school can gain 
little from them as the standards and theories 
of. the different family physicians vary so 
much’’. Or as another says ‘‘Doctors seem to 
me to vary a great deal in their respective opin. 
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in, regard to not only the physical condi- 
ty of the individual, but the physical activi- 
tics whieh he should indulge’’. From both 
points then, that of safeguarding the child 
6» |). playground and that of help in his daily 
dev jopment, the school Head feels the need of 
4 usiferm report, not only on uniform blanks, 
but reports from the same examiner, whose 


meihods and attitude they know, and who in 
turn knows the particular school with its oppor- 
tunities and dangers. 

Writing along this same line, one boarding 
school physician reports as follows: ‘‘ After fif- 
teen years of experience in examining girls at 
two schools, I have been struck with the fact 
that two-thirds of the certificates presented by 
family physicians to the school have not been 
based upon a eareful physical examination, but 
rather upon eonelusions drawn because he has 
known the girl since birth and often in all this 
time the pupil has never had a stethoscopie ex- 
amination of heart and lungs’’. I note this 
here because some of the doctors, whom I have 
consulted, have admitted guilt in this direction. 

I followed one other line of investigation and 
attempted to get the reactions from school phy- 
sicians and family physicians. I was able to get 
in touch with ten physicians of day schools, all 
of them practicing physicians. About half of 
them felt that it might be possible to have the 
school examinations taken over by the family 
physician, but on the whole they seemed to feel 
that a simple examination at the school was 
necessary and worth while. 

1 was less successful in getting in touch with 
family physicians, who are not school doctors, 
but the few who replied were very much inter- 
ested in the problem and not by any means 
antagonistic. All had had unpleasant expe- 
riences, but I think most of them felt that at the 
present time, periodic examinations might well 
be made at the school. These men naturally were 
the ones who stressed care in regard to recom- 
mendations. As one doctor put it, ‘‘ When the 
examination is eondueted by the school phy- 
“lan, extreme eare should be exercised to keep 
tie details of the examination and its report 
we'll within the bounds of common sense’’, An- 
olor said, “*T believe the most effective use of 
‘ie school physician is to be had in a close ¢o- 
Cperation between him and each of the family 
‘octors involved. With taet and experience and 
inielligenee, the school physician ean easily and 
“aly both advise and protect the family phy- 
sciin in his entirely legitimate and useful rela- 
t to the family without causing friction, 
ere by doing the individual. patient the best 
_‘‘ne internist, who had seen men wrecked at 
_ o¢e of thirty-five or forty-five years because 
cartier life they had been improperly guided 
inajor athleties, or had chosen careers for 
“ich they were physically unfitted, felt strong- 
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'y that the school physician might help prevent 
such tragedies if he had the internist’s rather 
than the pediatrician’s point of view. 


IN CONCLUSION 


(1) At the present time, the majority of 
school heads, parents, school physicians and 
family physicians, feel that yearly physical ex- 
aminations should be made even in private day 
schools. 

(2) Such examinations should, however, be 
simple, careful, and recorded in non-technical 
language. 

(3) Such examinations can not replace those 
of a eareful family doctor, and too much de- 
pendence should not be placed upon them. 

(4) The school physician should not exhaust 
himself on the examinations, but should have 
some interest left for the follow through. 

(5) Where reports are sent to parents or doe- 
tors, great discretion and tact are essential. 


Discussion 


Dr. James H. Townsenp, Concord, N. H.: 
Dr. King has spoken of the relation between the 
school phvsician and the family doetor in day 
schools where the children live at home under 
the supervision of the family. I want to say a 
few words about this relationship in boarding 
schools. 

In most boarding schools the children are no 
longer under the constant supervision of their 
families, but are, so to speak, turned over bodily 
to the school for a period of eight or nine 
months of the year, and during this time the 
school has almost entire responsibility for their 
welfare. This you see, creates a relationship 
which is fundamentally different from that in 
day schools. 

It therefore becomes the responsibility of the 
school physician to aequaint himself as fully 
with the history and the condition of each child 
as if he was his own patient in private practice. 
In fact it frequently means more than this, for 
parents having handed over this responsibility 
are accustomed to demand more care for their 
children than they themselves would give them. 

Under these conditions it is obvious that the 
annual physical examination must be a very 
thorough one, and that in addition to the ob- 
jective examination, detailed information must 
be obtained regarding the past medical history 
of each child. Furthermore certain children 
who have organic defects or who are under par 
for some reason, must be kept under special 
supervision, and seen from time to time just as 
they would be in private practice. 

In day schools when children are sick, they 
are taken care of at home by the family phy- 
sician. In boarding schools however, they must 
be eared for at school by the school medical 
staff, so here again we have an entirely different 
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condition from that which exists in day schools. 

One might almost say that in boarding schools 
the school physician becomes the family phy- 
sician pro tempore, yet this is not quite true he- 
cause there is always a family physician at 
home to whose eare the child will return when 
he leaves school, and whenever possible the 
school physician should co-operate with him in 
matters concerning the child’s health. 

Many medical procedures which are not of 
an immediate nature are postponed until vaca- 
tion time when they ean be done at home. When 
defects are found at the physical examinations, 
especially when these may require some opera- 
tive procedure such as tonsillectomy, the con- 
dition is reported to the family with recommen 
dation that the family physician be consulted. 
Only exceptionally when some procedure is ur- 
gent or the necessity of it is very obvious is any 
definite advice given. Instead our letters are 
apt to read after this manner: 


Dear Mr. Jones: 


The doctor who examined John’s nose at the 
time of his physical examination, reports that 
he has a rather marked deviation of the septum 
towords the left side. causing obstruction to 
breathing through that side of his nose. As this 
may bear some relation to his rather frequent 
ear abscesses in the past, we suggest that you 
seek the advice of your family physician in re- 
gard to this con lition the next time he is home. 


Examinations by the oculist, orthopedic or 
other consultants are made at home during va. 
cation, unless the condition requires immediate 
attention. 

Many children in boarding schools have eon- 
ditions for which they are being treated by 
their family physician. In such cases the treat- 
ment is carried on at school under the direction 
of the family physician, and every effort is 
made to comply with his wishes. For instanee 
many children receive hay fever inoculations, 
and o‘hers are taking ‘‘gland pills’’ regularly. 

In short the school physician must be fa- 
meliar in detail with the condition of each child. 
and most be prepared to care for any medical 
condition which arises while the child is at 
school, but any procedures which ean be post- 
poned are turned over to the family physician, 
and every effort is made to co-operate with his 
wishes while the child is in school. 


Dr. Crartes W. MituiKken, New Bedford: 
The preceding speakers have spoken to you 
from the standpoint of the examiners of private 
schools. 

My job is in the publie schools, and I propose 
to give vou an idea of the work there and the 
relationship to the family doctor from that view- 
point. 

New Bedford began, as the result of an epi- 
demic in 1900, to introduce a health program 


into the schools by the employment of two 
school physicians by the Board of Health. In 
1911 the Department of Edueation put one 
nurse into the schools. These two beginnings 
have gradually expanded until in 1922 the 
whole health program was taken over by the 
Department of Education. They put at the 
head a Director who had seven nurses, a psy- 
chologist, and a part time oculist as assistants. 

As the third Director in charge I now have 
the psychologist, part time oculist, one super- 
vising nurse, one mental history nurse, one 
nurse assisting in my examinations and seven 
nurses devoting their time to thirty-two schools 
and the necessary follow-up home visits. This 
does not inelude the High School, the two rural 
schools, nor the conservation of eyesight classes 
which are under the supervising nurse. I have 
no assistant examining physicians. 

In the public schools of a cosmopolitan city 
like New Bedford it is obviously impossible to 
require a physician’s certificate of good health 
for the 18.000 children before admission. We 
have therefore adopted the policy of examining 
all of the new entrants both at the beginning 
of each of the two terms and midterm if from 
another city or town. (We have two terms for 
»?dmission and graduation.) Also such children 
as are referred by the principal, teacher, or 
school nurse, all of the girls in the High School 
taking gymnasium, which is compulsory in the 
first two years, all the boys in the athletie squads 
of the High School, the pupils in -the open air 
classes, and all children more than 10% under 
weight. 

This has totaled the past year as follows— 
2326 in the primary schools, 264 in the gram- 
mar schools, and 807 in the High School. 

Our methods of procedure are as follows—We 
select a different nurses’ school for each of the 
five days of a week bringing the day on that 
reeu'arly seheduled for her. 

Previous to the examination, blanks are sent 
home by the children to be examined, which, 
when signed by the parent or guardian, request 
end permi* » complete examination. This slip 
also invitcs *e parent to be present. 

We are ee'ting about 93% of these stript-to- 
the-waist examination. In the High School we 
are omitting this formality and asking the girls 
to remove their dress, waist, or blouse as the 
case may be. We find this gives us the chest 
sufficiently uncovered to permit of an accurate 
examination. No word of protest to this pro- 
cedure has as yet come to our ears. The boys 
of the athletic squads of the High School are 
examined nude in the locker rooms at the ath- 
letie field. 

We have had in the year and a half that I 
have directed this work but two children to 
present certificates from their family physician 
that they were in good physical condition. 
These are accepted of course and no examina- 
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tien is attempted on these children. We have 
hal many eertifieates from parents that their 
ehiidren were free from defect, or that they 
have been examined by their family doctor, but 
no! being accompanied by the physician’s cer- 
tifleate we have given them as complete an ex- 
amination as possible over the clothing. When 
defects are found these children get notices to 
take to the parents the same as the others. When 
we find a child normal, a slip to that effect is 
sent to those parents who have requested the 
complete examination. 


A record of each examination is made on the 
State health eard which is kept in the child’s 
school room and on a tabulation sheet which is 
made for me for the office. 


These are made by the nurse in charge of the 
school in which we are working, and gives her 
first hand information about the child. She 
also makes out the normal and defect slips for 
the parents at the same time. In this way we 
ean examine about twelve to fifteen an hour. It 
is less than this when many parents are present 
for they are not always as quiet as the children. 

Within a few days after the examination the 
nurse of the school has visited all the homes of 
those children having defects. 

It is now we come in contact with the family 
doctor, although in a manufacturing city of 
130,000 it is inevitable that there will be many 
transient inhabitants who have never employed 
any physician. There are also many who have 
had several every year. All cases of defect are 
referred to the family doctor and in all cases 
that are finaneially able the nurse tries to put 
the ease strong enough so that this is accom- 
plished. 

If the cireumstances are poor a card is given 
to the publie elinie. We have two of these, one 
connected with St. Luke’s Hospital, which is 
very complete in its appointments and service, 
and the Ladies City Mission Society where the 
service is limited. 

from each of these a social service worker 
investigates the cireumstanees of the family and 
i! worthy they get the service. 

in as many eases as I ean and particularly 
‘hose requiring immediate attention, I person- 
a'y communieate with the family doctor that 
lie may get my viewpoint. I feel that this en- 
— a spirit of co-operation that is very ben- 

_ lt is obvious that all eases of abdominal condi- 
‘ons should be referred to the family doctor. 

‘ost ural eases, thought to be correctable by ex- 
“rose. are first referred to our Department of 
Poysical Edueation, then, if not showing the 
nov” progress are referred to the family doctor 
or orthopedie elinie. 

‘1 the figures that T am going to present, I 

' not inelnding the examinations of those 
«ren in the grammar schools nor the boys 
‘he High School athletic squads as these ex- 


aminations are not as complete as the others 
and, to make them more interesting, I am go 


‘ng to make a comparison between the 2326 in 
‘he primary schools and the 703 girls of the 
High Sehool. 

In the primary schools we find (1482 or) 
63.7% of the children within the normal limits 
of weight, that is, within 7% either under or 
over the accepted standard of the Baldwin- 
Wood tables. 


In the High School the girls show but (329 
or) 46.9% within normal limits. Both the pri- 
mary and High Schools show the same number 
(141) to be 10% or more underweight but the 
percentages differ widely, being 6% for the 
primary and 20% for the high. Although this 
indicates more malnutrition and sylphlike fig- 
ures among the High School girls it is a peeu- 
liar fact that we have in the primary schools 
(393 or) 15% who are 10% or more overweight 
and in the High School we have (119 or) 16.9%. 
During the last few months we have taken a 
class of overweights in one of our grammar 
schools and put them on a diet and exercise to 
reduce. During the first two weeks every one 
gained a half pound but since then the redue- 
tion has been gradual and they are enjoying it 
immensely. 

The examination of the thyroid gland has 
been an interesting study. In the primary 
schools we found but (53 or) 2.3% with any 
degree of enlargement while among the High 
School girls we found (114 cases or) 16.2%, 
several of them large enough to be under the 
observation of their family doctor, and we se 
recommended. 

In all of my examinations I mark the defects 
by the degree of extent, using 1 for a slight de- 
feet, 2x for one needing supervision, and 3x for 
one requiring emergency measures. 

Tn the matter of enlarged tonsils, I think that 
| am conservative for of the (849 or) 36% 
found in the primary schools, I considered but 
(22 or) .9% to be emergency eases, although 
(334 or) 14.3% were large enough to be re- 
ferred to their family doctor. Every one of 
these had enlarged cervieal glands in connection 
with them. We also found (429 or) 18% who 
had had them removed. 

In the High School I found (95 or) 12% 
with some enlargement while only one was con- 
sidered an emergeney and (38 or) 5% were re- 
ferred to their physician for observation. (234 
or) 33.2% had had a T & A operation. 

During the past vear we have been instru- 
mental in getting 450 T & A operations on the 
children of the whole school system. 

The question of vision is an important one in 
the school life of the child. We begin our ex- 
aminations of the eyes in the kindergartens. 
These are done by the teachers or principals 
and all defects of 20/40 or more are checked up 
by the school nurse. 
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I like the idea of the principal doing this 
work as she will by experience become more ac- 
eurate and dependable. 

Taking the figures of the teachers we find 
that in the primary schools (620 or) 26.6% had 
a vision of 20/30 in one or both eyes, (106 or) 
4.5% a vision of 20/40, (49 or) 2.1% of 20/50 
and (15 or) .6% of less than 20/50. — 

In the High School the eyes of the girls were 
all tested by the supervising nurse and here we 
found (103 or) 14.6% with a vision of 20/30 
in one or both eyes, (19 or) 2.7% of 20/40, 
(21 or) 2.9% of 20/50 and the same with less 
than 20/50. How girls in the High School 
could do their work with the vision of 20/50 or 
less is bevond me, but happily many have reme- 
died the defect with lenses since the examina. 
tions. 

We have been able in the whole school system 
to get 891 children fitted with glasses or lenses 
changed during the past year. 

In regard to conditions of the heart we find 
about the same percentages in the primary and 
High Schools——In functional disorders we find 
that many are due to the use of tea or coffee 
which is quite prevalent among the foreign peo- 
ple. There were about 5% in the primary 
schools and nearly 8% in the High School. 
There were 2.6% with organic lesions in the 
primary schools and 2.1% in the High School. 
Knowing the dread that many people have in 
regard to a heart disease we have been careful 
in our notices to the parents, and instead of 
sending the notice home by the child, we have 
had the nurse take it at the time of the home 
visit. In cases that show symptoms, or are ac- 
companied by large or diseased tonsils, the par- 
ents are urged to take the child to their fam- 
ily doctor at once. When the damaged valves 
are well compensated for and no symptoms are 
apparent we notify the parents to be on the 
lookout for trouble, and advise proper hygiene. 

During the past winter we found 420 cases of 
mild lung conditions in the primary schools. 
These were mostly colds with slight bronchitis. 
However. we found 20 others with paraverte- 
bral dullness indicating enlarged bronchial 
glands—These eases are carefully followed by 
the school nurse and if they show a loss of weight 
with fatigue, ete., they are excluded from the 
regular classes and put into the open air classes 
of which we have two. 

The school nurses are constantly on the watch 
for skin and sealp defects and as a rule do not 
have much difficulty in correcting them. 

IT have made no mention of teeth defects as 
they are eared for by four dentists and eight 
dental hygienists under the Board of Health. 

In January of this vear the School Committee 
passed an order that a small-pox vaccination 
exemption certificate should only be good for 
one school term. The enforcement of this order 
resulted in getting over 3000 children vaccin- 


ated but we still have over 700 who are exempi 
As these certificates were given in cold weathicy 
I feel that many were given through fear o 
catching cold in the wound, and that many o: 
these will be removed before the fall term o° 
school in September. 

As we have had mild epidemics of measles. 
scarlet fever and chicken pox this year, many 
visits have been made to schools and whole 
rooms examined for these diseases, many cases 
occurring that have not consulted a doctor. 

In conelusion I can only bring out the point 
which you must have all seen that in the exam- 
ination of public school children we can only 
depend on the family doctor for his co-operation 
in remedying the defects we find. We would 
thank the family doctor to advise us of any de- 
feets for which he desires us to favor a child. 
And we would also thank him to report prompt- 
ly to the Board of Health all contagious dis- 
eases that he may see. 


Dr. E. H. Biertow, Framingham: I want 
to pay tribute to the school physician. For 
many years [ have been helped by a physician 
receiving $300 a year, I got a card from him to 
look after a child in such a family—pretty near 
saved my life. We have 22.000 in our little 
town, and we had a half time school physician 
who was paid $2000 and now have a full time 
doctor paying him $3500, The question is, what 
does that mean? I was talking with him re- 
cently and he wanted to know if eight hours a 
day for five days was a fair stunt, I told him it 
looked pretty good to me, I was getting old, but 
if I ean convey to Framingham that you ap- 
proved of 40 hours a week, it would help us. 


Dr. H. C. Tooker, Springfield: I would like 
to ask Dr. Milliken how much weight he puts 
on paravertebral dullness in enlarged bron- 
chial glands and if he thinks, in his opinion. if 
any of us are good enough to make a diagnosis 
on that sign of the lung? 


Dr. J. M. Wappen, Cambridge: I would like 
to ask Dr. Milliken his opinion in regard to 
yearly examination of youngsters, in every year. 
Take a school in most cities and take a good 
many pupils in the city, having a lot of half 
time and part time physicians doing the work, 
it is almost impossible to get a thorough exam- 
ination of every child once a year and have it 
complete. Whether it is not better to have an 
examination every three or four years for in- 
stance the third, fifth and eighth grade and have 
it thorough, rather than attempt to do an exam- 
ination every year and have it only partly done’ 


Dr. Mituiken: In regard to paravertebra! 
dullness, I would say that I was with the State 
Department of Public Health six years and for 
two years conducted clinics the same as Dr. 
Chadwick, so that I feel that personally, I know 
what that indicates. I do not feel that the fam. 
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ily »>:sician has aequired proficiency as yet, 
but | ‘hink he is coming to it all the time. 


Revarding the other question as to yearly 
examipation of all children, that is ideal, but 
with the limited funds for that purpose, New 
Bedford doesn’t feel like hiring three or four 
part time physicians as assistants. The exam- 
inations that are made during the first year and 
the defects found are followed up in the fol- 
lowing years by the nurse and the cases that 
have not had the defects remedied or are not 
showing improvement in every way, are re-ex- 
amined. I think it would be ideal if we could 
examine all the children on entrance to schoo! 
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and onee or twice later on, but I would like to 
have three or four good half time physicians as 
a-sistants, though I don’t feel like asking for it 
just at the present. Does that answer your 
question, doctor? 


Discussion closed by Dr. Kina: I have very 
‘ittle else to say, as far as the private day school 
is concerned, think the whole thing in the proe- 
ess of evolution. I certainly don’t know where 
the thing is headed. Don’t believe many of you 
do. Don’t know what the ultimate solution of 
the problem is going to be, seems to me all the 
indications are to proceed slowly and with a 
good deal of tact and discretion. 


THE SURGICAL ASPECTS OF PYURIA IN CHILDHOOD 


BY CHARLES G. MIXTER, M.D., F.A.C.S. 


Pus in the urine in varying amounts is fre-[{ 


quently encountered in the examination of sick 
children. It may be transient or persistent. 
The serious aspect of pyuria with high fever, 
vomiting, and prostration typical of acute py- 
elonephritis, is widely recognized. The menace 
of persistent or reeurrent pyuria is little re- 
alized and eases frequently come to careful 
urological examination only when advanced 
renal destruction has already taken place. Toe 
great dependence has been placed on the value 
of urinary antisepties and forced fluids, even in 
the absence of any evidence of improvement. 
When pus persists in the urinary sediment the 
tonsils. teeth, ears, sinuses and other regions of 
possible foeal infection are investigated to find 
the souree. Radiograms of the kidney region 
are often neglected and eases have been seen 
with pyvuria and renal destruction of long stand- 
ing from ealeuli when the diagnosis could read- 
ily have been established by this simple pro- 
cedure. Little heed is given to the possibility 
of there being a sufficient cause of the persistent 
pyuria in the urinary tract itself during the 
early vears of life. ; 
in the past few years through the co-opera- 
tion of the medical service at the Children’s 
Ilospital T have had the opportunity of making 
a coreful urological examination in many cases 
6 clronie pyuria in which distant foci of pri- 


mary infeetion have been ruled out. In a large 
eeoup of the eases no causative lesion could be 
(constrated, but in the remainder, which con- 


si tuite perhaps one third or one quarter of the 
to’; number, a definite underlying cause of the 
ria has been established by eystoscopic 
‘cans. From this experience I feel that the 
of a careful urological examination to 
pr ent extensive renal impairment or even a 
‘4! outeome, should be strongly emphasized 
at. cases that do not yield to medical meas- 
"res within a reasonable length of time. 


Objection to cystoscopy in childhood has been 
considerable on the ground that it is a major 


STASIS FROM FAULTY ENERVATION--POST-OPERATIVE 
SPINA BIFIDA 

No. B. S.—Female—5 years. April 15, 1925. Born with low 
spina bifida. Operation with excision of sac when a few weeks 
old. No hydrocephalus or paralysis of extremities. Marked 
constipation. Incontinent, Tonsillectomy three years ago. 
Urine has contained pus since that time. On examination the 
bladder was found to extend to the umbilicus. Constant drib- 
bling though able to void a few ounces voluntarily. Pyuria. 
Cystoscopy showed a trabeculated bladder. The ureter orifices 
were widely dilated of the golf hole type. There was a bilateral 
ureteral reflux and hydrouretero-nephrosis. 


procedure and requires a general anaesthetic. 


In more than one hundred such examinations in 
the last few years, no serious after effects have 
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been observed. As familiarity with the methods 
of such procedure in childhood increases, the 
number of cases that do not require a general 
anaesthetic multiplies. Many boys of ten and 
eleven years of age and girls as young as six 
ean frequently be examined under a loca! anaes- 
thetie. 

The first steps in the urological study of a 
ease of pyuria are the usual laboratory examin- 
ations including bacteriological investigation, 
renal function and non-protein nitrogen estima- 
tion and radiographs of the urinary tract. A 
catheter should be passed and a cystogram made 
with 12% sodium iodide, both antero-posterior 
and lateral views being taken. This procedure 
will demonstrate certain types of obstruction of 


» ‘ 


HORSESHOE KIDNEY—CALCULUS 


No, A. C.——Male—7 years old. November 13, 1925. For three 
years has had attacks of pain in right lower quadrant of abdo- 
men accompanied by vomiting and fever. Urine generally milky 
during attacks. Becoming more frequent and severe. Has fre- 
quency—no hematuria. Cystoscopic appearance of the bladder 
and ureteral orifices normal. Ureteropyelogram showed an ab- 
normal right pelvis with rotation and a calculus in the lower 
calyx. The pelvis on the left was within normal limits and 
a calculus was present in the middle calyx. appearance 
of the right pelvis suggested an anomaly. At operation for the 
right renal calculus a horseshoe kidney with a broad connecting 
isthmus was found. 


The 


the posterior urethra, the presence of a nreteral 


reflux or any irregularity of contour of the blad-. 


der suggesting Cystoscopy is 
then done under local or general anaesthesia as 
the case demands. Both kidneys should be stud- 
ied, as the risk is only very slightly increased 
and is less than the discomforts and dangers 
attending a repetition of the examination when 
a general anaesthetic has to be employed. After 
inspection of the bladder the ureters are cath- 
eterized and separate specimens collected from 
the kidneys for microscopical and bacteriologi- 
eal examination. Pyelograms are made with 
sodium iodide, the catheters are withdrawn to 
the lower ureter and ureterograms are made, 
and in conclusion after drainage of the ureter 
for several minutes, final plates are taken to 
show the emptying time of the pelves. The 


ureterogram is fully as important as the py- 
elogram, as it is by this means that ureteral] 
stricture or kink can be demonstrated. The 
amount of sodium iodide varies from 2 ee. to 
5 ec. with the size of the child, but where hydro- 
ureter or hydronephrosis is found to be preseut 
by a free prolonged steady flow of urine, much 
larger amounts may be used. The divided re- 
nal function test is unsatisfactory owing to the 
small size of the catheters necessarily employed 
with the baby cystoscope which permits leakage 
down the ureter vitiating the test. 

Urinary stasis causes destruction of the kid- 
ney by back pressure, and is sooner or later fol- 
lowed by infection. Though unsuspected tuber- 
culosis or caleulus may be the underlying cause 
in certain instances of long persistent pyuria, 
it is the obstructive lesion that furnishes the 
majority of eases of severe destructive pathiol- 
ogy of the kidney. It is this class of case that 
I wish particularly to bring to your attention. 

In general the lesions causing renal destruc- 
tion by stasis and infection can be placed in 
four groups. First, intrinsic lesions of the 
urinary tract, such as ureteral stricture or 
kink, and obstruction at the vesical neck or in 
the deep urethra. Included in this category are 
the developmental anomalies of which renal and 
ureteral ectopia and horse-shoe kidney are ex- 
amples. Group two comprises obstructions to 
‘the urinary outflow caused by pressure on the 
urinary tract from without. Here may be 
placed ureteral obstruction from the pressure 
of accessory vessels to the lower pole of the kid- 
ney, and the stasis seen in duplication of the 
ureters. In the latter condition duplication 
may be unilateral or bilateral, and complete or 
incomplete. In the complete variety the ureter 
from the upper pelvis runs to the lower of the 
two orifices in the bladder, while the ureter 
from the lower pelvis empties through the upper 
orifice. The ureters necessarily cross in the ce- 
scent to the bladder and it is at the point where 
they are superposed that pressure oceurs with a 
consequent proximal stasis. In the third group 
are placed the eases of idiopathie dilatation of 
the ureter or megaloureter. Here no true ob- 
structive lesion can be demonstrated, but it is 
evident that the calibre of the normal ureteric 
orifice is insufficient to drain adequately the 
tremendously dilated ureter and pelvis present 
in this condition. The great majority of the 
causes underlying urinary stasis in childhood 
are of congenital origin, though oceasionally 
stricture may be secondary to inflammatory re- 
action. In the fourth group, are the cases in 
which stasis is produced by interference with 
the normal enervation of the urinary tract. The 
lesions of this type most frequently seen are 
caused by spina bifida, either of the simple or 
occult variety. 

There are three levels at which intrinsic le- 


sions of the urinary tract are most commonly 
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encountered, 
foun | s'enosis which may be complete or par- 
tial. fhe former condition gives rise to the 
large retroperitoneal congenital cysts. There 
is practically total kidney destruction and the 
character of the tumor is established by finding 
at operation the shell of renal parenchyma 
spread out on the wall of the cyst. As the ob- 
struction is complete no urinary symptoms are 
present and the urinary findings are negative, 
the presenee of a visible and palpable tumor in- 
ducing the parents of the ehild to seek medical 
aid. Vartial stenosis or stricture at the uretero- 
pelvic junetion produces hydronephrosis with 
subsequent infection. A moderate degree of 


UCRETERAL KINK 
No. 28697-——-Female—Age 8 years. June 29, 1922. Pyelitis 
August, 1920. Under medical treatment until November, 1921. 


Tonsillectomy October, 1920. Since then perfectly well until 
seven weeks ago. Recurrence with urgency, frequency and left 
lumbar pain and fever. Large amount of pus in urin>. Cystos- 

,, July 5, 1922. Turbid urine obtained from left kidney. B. 
in pure culture from both kidneys. Ureteropyelograms 
show kinking at uretero-pelvic junction on both sides. 


Some 
blunting of calices, Operation October 14, 1922. Nephropexy— 
with straightening of ureter on left. Patient followed for one 
and one-half years—no urinary symptoms or recurrence of pain. 
Urine still contains pus. 7 


dilatation of the ureter may also be present 
from a secondary ureteritis, though it is diffi- 
cult to explain its occurrence in some cases of 
apparently mild infection, while in other in- 
stutices of long standing where the urinary find- 
ings indicate a severe infection, no dilatation is 
found. Faulty implantation of the ureter into 
the renal pelvis produces inadequate drainage 
an’ an obstructive valve-action that is more 
difficult to overeome as the hydronephrosis in- 
creases. The other lesion encountered at the 
urctero-pelvie junetion that leads to renal de- 
struction from back pressure and infection is 
wreeral kink. The ureter in early life is more 
apt io be redundant and tortuous, and angula- 
“on can frequently be shown by ureterogram. 
Ip most instances no stasis is caused and the 
emptying time of the pelvis is normal. That 
eosiruction however can occur was proved in 
“ recent ease where nephrectomy was done for 
Suronephrosis, the ureter being sectioned some 
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At the uretero-pelvie junction is | stance below the pelvis. The kidney remained 


distended until traction was made straightening 
‘he ureteral kink, when there was a free flow of 
tvine and the hydronephrotie sae collapsed. 


OBSTRUCTION AT VESICAL ORIFICE—CYSTIC 
DILATATION OF URETERAL ORIFICE 


No. 77925—Male—19 months. December 17, 1925. Pyloroto- 
my at one month for pyloric stenosis. Dysuria for two months, 
Chronic distension of bladder, dribbling and pyuria. Catheteri- 
zation unsuccessful, obstruction in posterior urethra. Cystoto- 
my—large cystic dilatation of right ureteric orilice. Cystogram 
shows ureteral reflux. Pyonephrosis developed on right side and 
nephrectomy done. Double ureter and pelvis found. Suprapubic 
drainage followed by excision of wall of cystic dilatation with 
resumption of normal urination and closure of suprapubic sinus, 
More than one year has elapsed since last operation. Voiding 
normally. General health excellent. 

At the vesieal end of the ureter simple strie- 
ture, and stricture with cystic dilatation is en- 
countered. If the ureteral orifice alone is sten- 
osed, involving simply the mucous membrane 
and submucosa, a cystic dilatation may be 
formed which projects into the bladder and may 
attain large size. The minute orifice is situated 
on the surface of this cyst. There is hydro- 
ureter and hydronephrosis with infection fol- 
lowing the urinary stasis. An example illus- 
trating this condition oceurred in a girl of six, 
who was admitted to the medical service in 
uraemia. She had been treated for two years 
for pyelitis by her uncle, who was a doctor. Iler 
condition was so serious as to contraindicate 
cystoscopy. A eystogram however was taken 
that showed an area of lessened density in the 
bladder region that was thought to indicate in- 
complete filling. Her uragmia increased and 
death followed a few days later. At autopsy 
bilateral eystie dilatations of the ureterie ori- 
fices were found, that on the right side being of 
very large size and producing the filling defeet 
seen and erroneously interpreted in the eysto- 
eram. Fad the child been examined urologi- 
eally before renal decompensation occurred a 
simple surgical procedure with excision or slit- 
ting of the intra-vesical portion of the cysts 
would have saved the kidneys and her life. 
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Stricture of the intramural portion of the 
ureter likewise gives rise to hydroureter and 
hydronephrosis. Secondary infection follows 
and the inflammatory nature of the stricture is 
hard to disprove though it is probable that it 
is of congenital origin. An instance of a lesion 
of this character was seen in a girl of seven 
years. Four years previously attacks of abdom- 
inal pain with ecostovertebral tenderness had 
begun, and pus had been noted in the urine. 
Seven weeks previous to admission there has 
been an attack of acute abdominal pain with 
fever vomiting and pyuria. The symptoms did 
not abate and after several days a tender mass 
was palpable in the right lower quadrant and 
appendectomy was performed. The appendix 
was found to be normal and the mass proved to 
be a greatly dilated right ureter. Following 
her recovery from operation she was admitted to 
the hospital and eystoscoped. The right ureter 
orifice appeared normal but an obstruction was 
encountered less than one centimeter from the 
bladder, beyond which it was impossible to in- 
troduce the sntallest catheter. Cystotomy was 
done and a tight fibrous stricture of the intra- 
mural portion of the ureter was found. This 
was divided by slitting the ureter obliquely up- 
ward in its course through the bladder wall. 
The enormously dilated ureter was drained with 
a medium sized soft rubber catheter, for a pe- 
riod of two weeks. In the fifteen months that 
have elapsed sinee operation there has been no 
recurrence of the attacks of pain and fever, and 
the urinary sediment shows only occasional 
white blood corpuscles. 

The symptoms of obstructive lesions of the 
upper urinary tract are referable to the kidney 
and when infection has supervened are typieal- 
ly those of acute exacerbations of chronie py- 
elitis. Where the obstruction is situated at the 
vesical neck or in the deep urethra, difficulty 
and pain on urination is usually noted. With 
the latter lesions the gross pathology of the 
urinary tract above the obstruction is striking. 
The bladder is greatly thickened and trabeeu- 
lated, and sacculations are frequently formed. 
The ureters are tremendously dilated and there 
is marked renal impairment from hydroneph- 
rosis and infection. 

Obstruction in the deep urethra is caused by 
congenital stricture, by valve-like folds in the 
region of the veramontanum or by hypertrophy 
of the veramontanum itself. Stricture oceurs 
where the downward growing proximal urethra 
and the inward growing distal segment fail to 
unite aecurately. Two eases have been seen in 
which the two segments ended blindly and com- 
munication occurred through a minute lateral 
opening where the blind ends overlapped. 
Valves are formed by folds of mucous mem- 
brane that usually arise close to the veramon- 
tanum and are attached to the circumference of 
the urethra below the internal vesical orifice. 


As pressure is exerted on them in the act of ex- 
pelling the urine, the valves belly downward 
like curtains and tend to approximate in the 
median line, shutting off the urinary stream. 
Catheterization can generally be accomplished 
without difficulty, but after opening the bladder 
suprapubically attempts at retrograde catheter- 
ization fail as the instrument runs into the 
pockets formed by the flaps. Interference with 
the urinary outflow from the bladder by an 
hypertrophy of the veramontanum without the 


OBSTRUCTION AT VESICAL ORIFICE 


No. 90531—Male—6 years. January 28, 1926. Difficulty and 
straining on wrination noted for long time. Two years age acute 
attack with vomiting, distension and fever accompanied by pyu- 
ria. Four similar attacks in last few months Urinary output 

d 


increased after attacks. Frequency —— 


. Polydypsia. On ex- 


4-5 
amination the bladder was distended. Renal function was 35% 
for two hours. Colon growth. Cystoscopy. Marked trabecula- 
tion ot bladder. Bilateral hydrouretero-nephrosis. Operation 
Cystostomy with plastic on both ureter orifices for drainage ot 
infected hydronephrosis. Second operation, excision of V 


from 
obstructing bar across vesical orifice. 


formation of valves has been reported in the li'- 
erature but no instance of this type of lesion 
has been seen in our clinie. 

Oeclusion of the vesical orifice has occurre:! 
from different causes in three cases. In one the 
pesition of the orifice was ectopic. A_ blind 
pouch represented the normal position of the 
internal uretheral opening. The ectopic orific: 
was situated on the trigone about one half inc) 
below the blind pouch and was connected wit! 
the deep urethra by a tunnel beneath the mu- 
cous membrane. As the bladder distended, tli 
thin roof of mucous membrane was flattene! 
against the floor of the tunnel, obliterating th« 
lumen. In another instance a transverse bar 
was found at the posterior margin of the vesica 
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(he mucous membrane was edematous ove been reported that have occasioned a sim- 
med a ridge which aeted as a flap across |r occlusion of the vesical outlet and urinary 
-ning. A third type of obstruction was); tention. Diverticulum in childhood however 


OBSTRUCTION IN POSTERIOR URETHRA FROM VALVES 
- . J. M.—Male—7 months. July 20, 1925. Difficulty in urination and vesical distension. General condition very poor. 
“ys -@:am shows sacculations of bladder and left ureteral refiux with a dilated ureter and hydronephrotic kidney. Posterior 
» a below vesical orifice dilated, suggesting obstruction from valves. ion of valves contra-indicated by poor general 
4 con, Imprevement under bladder drainage and urethral dilatation. 


pro aced by a large eystie dilatation at the ori-| is very rare, no cases having been observed in 
iv. of a supernumary ureter that dissected] opr clinic and only about thirty are found re- 


covnward beneath the trigone and occluded the | ported in the literature. 
‘eval orifice. Cases of congenital diverticula}! Anomalies of the kidney and ureter are more 
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prone to develop pathology than the normal or- | come established until after ascent has been ac- 
gans. In its early development the renal an- 


complished. An ectopic kidney therefore is wn- 
lage lies at the level of the second sacral verte-| rotated, its hilum anterior and the circulation 


OBSTRUCTION IN POSTERIOR URETHRA FROM VALVES 


July 20, 1925. Difficulty in urination and vesical distension. General condition very poor. 
Cystogram shows sacculations of bladder and left ureteral reflux with a dilated ureter and hydronephrotic kidney. wuaseeses 
urethra below vesical orifice dilated, suggesting obstruction from valves. Resection of valves contra-indicated by poor genera 
condition, Improvement under bladder drainage and urethral dilatation. 


No. J. M.—Male—7 months. 


bra and from there gradually migrates upward |is aberrant from an anomalous artery usually 
to its normal position opposite the second lum- 


arising from the aorta near its bifureation or 
bar, partial rotation occurring during its aseent. | from the iliac. Consequently the kidney is fixed 
The permanent renal circulation does not be-|in its position by its short pedicle and may lie 
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in the Lollow of the sacrum, at the promentory| Pyuria is frequently associated with urinary 
or in ‘he iliae fossa. Concomitant abnormalities | stasis induced by pressure from without on the 


of the urinary tract frequently @o-exist, and the 
other kidney may be absent or atrophie. The 
non-rotation of the kidney combined with the 
short pedicle and anomalous circulation, are 
eonducive to urinary stasis and ultimate pyelo- 
nephritis. Similar conditions are present with 
fused and horse-shoe kidney. 

Ureteral ectopia is brought about by the fail- 


ureter. Accessory renal vessels to the lower 
pole and reduplication of the pelves and ureter, 
ave the usual primary causes. The accessory 
vessel may be either artery or vein and arises 
‘rom the aorta or vena cava and crosses the 
ureter at right angles near the uretero-pelvic 
junction. -A certain amount of stasis may be 
persistently present, but even a slight degree of 


; STASIS FROM URETERO-PELVIC REDUPLICATION 
No G. S.—Female—12 years. July 2, 1925. Has been treated medically for chronic pyelitis with acute exacerbations for 


eight years. 


With acute attacks, pain referred to both lumbar regions, but greater discomfort is on left. 


Cystoscopy and 


ureteral catheterization revealed a duplication of the ureters and pelves on the left with dilatation of the lower pelvis and 


ureter. 


ure of the ureter anlage to detach itself from 
the downward growing Wollfian duct. The 
ureter may be implanted in some abnormal po- 
sition in the bladder, or it may open along the 
course of the deep urethra, the vagina or rec- 
tum. It oceurs more commonly in females than 
in imales. An example of pyuria from this cause 
Was seen in a girl baby of sixteen months. For 
two months a thick purulent discharge had been 
no‘ed following urination. There were no urin- 
ary symptoms. Douches had been used without 
improvement. Clear urine was obtained on 
catheterization of the bladder. The bladder was 
nominal but endoscopy revealed an opening on 
the right side of the urethra external to the 
spuncter, from which pus could be expressed 
On pressure over the ureter or kidney region. 
At operation an enlarged pyonephrotie kidney 
wes Tound, the pelvis and ureter were dilated 
and thickened, and nephrectomy was done. 


Urinary specimens from each ureter showed colon infection in all three specimens. 


mobility of the kidney will permit angulation 
and complete obstruction. With reduplication 
of the ureter and pelvis, an anomalous cireula- 
tion is frequently present. In this condition 
also mobility of the kidney will tend to angu- 
late the ureters where they cross or where the 
anomalous vessel crosses the ureter. The symp- 
toms are those of an acute infected hydroneph- 
rosis occurring intermittently during the 
course of a chronie pyuria. There is pain, fever, 
vomiting and often tumor and a diminution of 
the urinary output. During this stage the sed- 
iment may show less pus than usual. When 
the obstruction is overcome, allowing the pelvis 
of the kidney to discharge its infected contents, 
there is a shower of pus in the urine and the 
attack subsides. Early in the course of such 
attacks of intermittent hydronephrosis, the elas- 
ticity of the pelvis is sufficient to bring it back 
to normal and the uretero-pyelogram will show 
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no abnormality save perhaps for a delayed 


emptying time. Later as the attacks recur the 
pelvis becomes over-stretched and the typical 
picture of hydronephrosis is found with dilated 
pelvis and ealices. 

Urinary stasis is a marked feature of the le- 
sion to which has been given the name mega- 
loureter or idiopathic dilatation of the ureter. 
As in stasis from other causes, infection usually 
follows sooner or later, but pyuria is not Inva- 
riably present. 

The cause of the dilatation is unsettled, al- 
though numerous explanatory theories have 
been offered. Most generally accepted is the 
view that it is a congenital anomaly similar to 


MEGALOURETER 


No. 41999—Female—Age 9 years. Sepetmber 12, 1921. In- 
testinal disturbance five years ago. Blood and mucus in stools. 
Sudden onset of right abdominal pain three days ago. Vomit- 
ing and fever. Referred to hospital for acute appendicitis. 
Large amount of pus found in urine. Costo-vertebra!l tender- 
ness on right. Cystoscopy September 23, 1921. Bilateral infect- 
ed hydronephrosis and hydroureter. No obstructive les'\on dem- 
onstrable. Therefore classed as megaloureter, though at the 
present time a more careful search would have been made to 
disclose an obstruction. 


megalocolon, Microscopical study of sections 
of the ureter however, has shown the thickening 
of the wall to be due to fibrosis and inflamma- 
tory infiltration and with little increase of the 
muscular elements, which is a salient feature 
of the histological appearances of megalocolon. 
The gross pathological changes in the urinary 
tract are similar to those seen in cases in whieh 
an obstructive lesion of the deep urethra has 
heen proved. Several eases have come under 
observation where at first sight no mechanieal 
obstruction was found. The tentative diagnosis 
of megaloureter was later disproved, when upon 
more careful investigation an obstruction in the 
posterior urethra was disclosed. The necessity 
of a most painstaking search for an urethral 
obstruction should be emphasized, as it seems 
probable that many of the eases previously 
classed as megaloureter may have had an ob- 


secure obstructive lesion below the vesical orifice. 

Infection accompanying urinary stasis an. 
back pressure Will rapidly lead to impairmen 
of kidney function. Local measures such a. 
pelvie lavage will rarely clear up the infection. 
Even should such methods be successful, reeur. 
rence will surely follow and the danger of rena: 
back pressure is not eliminated. Where an 0). 
structive lesion can be demonstrated operativ« 
measures to establish a free urinary outfloy 
should be undertaken at the earliest possible 
moment. The operative procedure indicated 
will depend on the degree of destruction of the 
kidney and the location of the obstruction. The 
important point is to establish free drainage, 
for it is a well recognized fact that in the pres- 
ence of a free outflow, the kidney ean sustain 
a pyelonephritis over a long period of time with- 
out any appreciable diminution of function, 
whereas in the presence of stasis and back pres- 
sure the destruction is rapid. 


SUM MARY 


Pyuria is a menace to renal integrity and 
eventually to health and life. 

Where medical treatment is unavailing and 
foeal infection has been ruled ont, persistent 
or recurrent pyuria demands urological inves- 
tigation. 

Cystoseopie examination with ureteral cath- 
eterization ean be performed in childhood and 
usually in infaney without undue risk. 

Faulty enervation, tuberculosis, ealeulus and 
urinary stasis are underlying causes of chronic 
pyuria. 

Stasis may be the result of intrinsic lesions 
of the urinary tract or produced by pressure on 
the tract from without. Such lesions are usu- 
ally of congenital origin. 

Obstruction to the urinary outflow is most 
frequently encountered at the uretero-pelvic 
junction, the vesieal insertion of the ureter or 
in the deep urethra. 

Medical treatment and local measures will 
fail to eradicate the infection in the presence 
of urinary stasis, 

To prevent renal destruction, surgical means 


should be employed at the earliest possible mo- 


ment to remove the obstruction and eliminate 
stasis. 


DIscusSsION 


Dr. WitittAm C. Quinsy, Boston: I am sure 
that you will join me in complimenting Dr. 


Mixter highly on his brilliant presentation of 
this subject. 


His entire communication calls 
attention to the great need of the early investi- 
cation by eystoscopie and X-ray methods of al! 


babies and infants showing pyuria. He has re 


marked quite properly that such examination 


should be made if the pyuria does not clear up 


under general medical measures in a reasonable 
time. I should like to define this time as cer- 
tainly no longer than a year, or even a shorter 
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period .! the condition is present in the form of to your hands? I should like to know this very 
repos 9. attacks. Certainly if there be some | ».ich, because I think that on an earlier diag- 
eons al abnormality present, of which you |: :is we must all of us lay stress. 

soon examples, it is useless to expect to | —- 
sod ‘ie infection by general measures; and Or. Mixter: I have not tabulated it. 
the sooner we learn of the existence of such a; Were there any less than a year? 


cond. on. the sooner may appropriate measures 
be adopted for its removal. 

On the other hand both Dr. Mixter and I 
have seen eases in which general measures with- 
out detailed examination, have been persisted in 
for periods of time much longer than a year. 
All these slides which you have seen show 
graphically the great crippling of the urinary 
passages as represented by dilatation of the pel- 
vis and ureters which follows unrecognized in- 
fection and obstruction after it has existed for 
long periods of time. But I would call your 
attention to the facet that the more strikingly 
abnormal the pyelogram appears the worse is 
the prognosis for the patient. 

I wish, therefore, to plead for the early in- 
vestigation of all cases of pyuria in children and 
their subsequent surgical treatment wherever 
possible before extensive pathological changes 
have taken place. 

This work is an apt illustration of the in- 
creasing value of the very detailed investigation 
of every patient; and this applies not only te 
pediatries but also to all other branches of med- 
icine. Take for instanee the ease of pyuria in 
a child which does respond in a short time to 
general medieal measures and which thus cloes 
not need a eystoseopie examination. The mi- 
eroscope no longer shows pus e¢ells and the 
youngster feels well; but in my opinion if we 
do our whole duty to this patient we will not 
rest content here but will persist till the urine 
is demonstrated to remain sterile on culture. 
The colon bacillus is a persistent organism and 
often lies dormant only to take on increase in 
virulence at a later period in the form of an- 
other reeurrent attack. We should, therefore, 
ins st on a sterile urine as well as one normal by 
microscope before we consider the baby cured 

)» Mixter has also ealled attention to the 
iat since most renal infections are secon 
(ios 19 some other and distant foeus in the body 
a scorch of the whole child for such a focus 
never be omitted. 
vo! tubereulosis is another cause of pyuria 
_ should always be kept in mind. To be 

‘| children the tuberele bacillus is usually 
‘> a general miliary involvement of both 
»s and in this form is not amenable to 
‘y. But more frequently than believed 
tore, the unilateral easeous type of kid- 
\olvement so common in the adult is seen 
« child as well. I have seen several cases 
» type respond very gratifyingly to neph- 


my, 


_ vould like to ask Dr. Mixter one question. 


be 


_.* you tabulated the length of time during 
“a the patient had pyuria before coming in- 


Dr. Mixtrer: No, none less than a year. 


Dr. A. SeaMAN, Springfield: Mr. 
Chairman and members of this section, I really 
believe the section is to be congratulated upon 
its choice of so timely a subject and also upon 
its choice of Dr. Mixter to present it. To the 
pcdiatrist and the internist this subject should 
have a particularly fascinating appeal. There 
has been an increasing interest shown in the 
urological problems of children by urologists, 
whose attention has been confined more or less 
to the adults in the past. Today, such men as 
Mixter, Lowsley, Young,’ Hyman, Beer, Hin- 
man and Kretehmer and a few others have con- 
tributed most of the little that we have upon 
urological problems in children. One cannot 
help but feel that these little creatures, from the 
urological standpoint, probably have been the 
most neglected patients we have seen. But to- 
(lay the pediatrist and the internist are bringing 
these eases to the urologist for intensive study ; 
and not infrequently with very gratifying re- 
sults. When one remembers that practically al! 
of the conditions that occur in the kidneys and 
ureters in the adults can and do oceur in the 
children; and that nearly all of the conditions 
that oecur below these organs in the adult also 
occur in the child, the problem of early investi- 
gation seems easier. Dr. Quinby mentioned a 
year as the longest possible date to wait before 
bringing these patients to the complete investi- 
gation. One wonders whether this would not be 
too long a period. Personally, were it my child 
[ should say two to three months. Dr. Mixter 
has said that many of these cases that he pre- 
sented here today have gone for long periods of 
time, over’a year, before they came under his 
observation. I am quite sure that vou will agree 
with me, that no amount of urinary antisepsis is 
voing to cure any of these eases presented here 
this morning; therefore, does it not seem to be 
more prudent to face this surgical problem in 
the ehild at the earliest possible date? The very 
evident fact stands out in all these plates, that 
obstruction and stasis are the basie things be- 
hind all these infections, and other conditions 
not remediable until the obstruction ‘s done 
away with, whether the obstruction is in the 
urethra or at the vesicle neck or in the lower 
end of the ureters or some other portion of the 
ureter higher up,—infection will persist just as 
long as stasis is permitted. It is therefore very 
obvious that the essential problem is one of 
determining where this obstruction is and what 
it is and at the earliest possible date. 


The precisions in diagnosis which a careful 
urological investigation offers in most of these 
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eases if not all, is the one great argument in 
favor of early examinations. The importance 
of it cannot be questioned. The eystoscope in 
the infant is no longer a formidable affair, 
something heroic, even terrible. It is amazing 
with what facility and little reaction cystoscopie 
investigation is withstood by these young pa 
tients. One seldom, if ever, gives a general an- 
aesthesia to a patient over seven years of age 
and in fact many of them stand the examina- 
tion much better than some adults. Our young- 
est patient was four months old. To be sure, 
once in a while one has to do an external meato- 
tomy or even dilate the urethra in the young 
boy but very seldom in the young girl. And 
because this investigation is so easily done in 
girls and because the largest incidence of these 
urological problems is in girls, one readily ap- 
preciates the great number of these little pa- 
tients who are readily amenable to these diag- 
nostic methods of modern urology. It is pleas- 
ing to see these methods called upon more and 
more, and I believe the pediatrist, internist, and 
clinician when they understand the availability 
and the simplicity of these important diagnostie 
methods, will call upon them more often 
and earlier give’ their intractable 
cases of pyuria the advantages of observation 
of the bladder with functional tests of the kid- 
neys, the laboratory examination of the collee- 
tive specimens of both kidneys, eultures, and 
the urographie study of the injected kidney. | 
congratulate Dr. Mixter on his splendid pres- 
sentation of this paper. He has made a great 


step forward by calling attention to this prob- 
lem. 


Dr. Loverr Morse, Boston: Dr. Mix- 
ter’s paper makes me realize how many sins of 
omission ] have been responsible for in the 
past. I do not feel very badly about it, how- 
ever, because times have so changed within the 
last few years. It wasn’t so many years ago 
when I was eriticised very severely at a meet- 
ing of the American Pediatrie Society beeause 
I had catheterized a number of babies. I do not 
know what would have been said at that time 
if I had eystosecoped them. 

I was interested in what Dr. Quinby said 
as to how long to let a child go with pyuria 
without an investigation. It seems to me that 
he is very conservative in putting it at a year. 
I should move it back to six months, perhaps 
even to three months. I can remember, how- 
ever, children who had intermittent pyuria for 
four or five years and have been well now for a 
dozen or fifteen vears and are healthy young 
men and women. 

I was also interested in what Dr. Quinby 
said about not being satisfied with the disap- 
pearance of pus from the urine. In this con- 
nection it is well to remember that bacteriuria 


without any pus can cause the same set of 
symptoms that are present in pyuria. While 
this is true, nevertheless, bacteriuria may pcr- 
sist for years without doing any material harm. 
I know of one ease in which it persisted for 
fifty years. 

Unfortunately, I did not hear the first of Dr. 
Mixter’s paper. I want to emphasize, however, 
the importance of the ‘‘eord bladder’’ as a 
cause of pyuria. In this condition the bladder 
is never completely emptied because of some 
abnormality of the nervous system, which 
should always ve looked for in cases of pyuria 
of long duration. 

I wish to ask Dr. Mixter one question, that 
is, how early he is willing to undertake the in- 
vestigation of a girl baby? 


Dr. A. C. Eastman, Springfield, asked if Dr. 
Mixter, from the history and the symptoms of 
his eases, had come upon those surgical cases 
that clear up quickly, or must we be dependent 
on returning symptoms and repeated attacks for 
indications for surgery. 


Dr. H. C. Tooxer, Springfield, inquired as to 
hematuria and pus in the urine. He had had 
two eases and wondered whether, if neglected, 
they would become continued eases of pyuria. 


Dr. W. E. Lapp, Boston, presented some lan- 
tern slides. 


Discussion closed by Dr. Mrxrer: I think the 
question of the duration of symptoms before 
urological investigation is of the utmost im- 
portanee and I don’t believe you can make a 
hard and fast rule, but I feel with Dr. Morse 
it is better to cut the time down because if 
there is marked stasis and infection we are get- 
ing to a point where renal destruction will ensue. 

The colon bacillus is usually the infecting 
organism in eases of pyuria and in a certain 
number of cases if stasis could be relieved, you 
would still have difficulty in eradicating the 
infection, but I believe if the obstruction is re- 
lieved, infection is not nearly so stubborn as 
in the presence of stasis. 

In answer to Dr. Ladd, in regard to the 
treatment. I have purposely not dwelt on oper- 
ative treatment of these cases, because each case 
has to be treated according to the location of 
the obstruction and cause of the infection ani 
there is no fixed rule. The object, is, of course. 
to establish thorough drainage and where thie 
kidney is not destroyed to save it. In regard 
to hematuria, I have seen it in several cases 
of urethral obstruction coming shortly before or 
with the onset of pyuria. Also with uretera! 
obstruction, we are apt to have microscopic 
blood in company with pyuria. 

As to the age at which cystoscopy may be 
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dor. 1 believe that can usually be done at any 
age snd it should be attempted in infant boys 
of » few weeks of age and can generally be 
done with a No. 12 French Double Catheteriz- 


ing instrument, which a boy of that age will ac- 


commodate. Of course, in the female urethra, a 


cystosecope of that size can be very readily ac- 
commodated. 


DIPHTHERIA PREVENTION* 


BY BENJAMIN 


DieutrHerta affords a good example of the 
general publie and professional lag in taking 
advantage of the results of medical research. 
Laboratory and clinical investigations have 
vielded a remedy for curing diphtheria, and 
means for determining susceptibility to it and 
for preventing it. The story is singularly com. 
plete: only one chapter, the final one, remains to 
be written and that is on the practical extine. 
tion of the disease. 

With every agent at hand for the control of 
diphtheria, one might reasonably ask why we 
continue to tolerate its presence, and also why 
the publie and the medical profession are so 
backward in availing themselves of the prof- 
fered relief from this source of sickness and 
death. To answer these questions let us take 
stock of the situation. 

If we leave out of consideration the two 
years 1924 and 1925 it is apparent that in the 
last twenty-five years we have done little to 
control endemic diphtheria. The morbidity and 
mortality rates rise and fall in different years, 
and there has been a general downward trend, 
with some slight improvement in the fatality 
rate. Yet this disease is still one of the prin- 
cipal causes of death among children, and with 
its four hundred to six hundred deaths in this 
state every year it deserves far more attention 
und action from physicians and public health 
ollicials than it has received. 

We continue to have diphtheria in this state 
for several reasons. Just as Carey’ found in 
1919, we ean still trace nearly one-third of the 
deaths to the delay in ealling medical aid. Many 
parents are unaware of the possible seriousness 
0! their children’s sore throats and consequent- 
ly physicians see many patients too late to be 
o! real aid. Some deaths are due to a tardy or 
wrong diagnosis, and some to the physician’s 
fvilure to administer antitoxin early enough, 
aid. but less frequently, to give enough anti- 
ioxin. Then there are always a few prejudiced 
persons who refuse to be given antitoxin or to 
have it given to their children. 

Vossible remedies for these conditions are, of 
course, the education of the public in the ways 
®. diphtheria, and the further encouragement 
! physicians to give antitoxin immediately in 
“. suspicious eases. So far, the most forceful 
teccher of the public has been diphtheria itself, 


“From the Antitoxin and Vaccine Laborato ot 
Pubiic Health, Commonwealth of te. 


WHITE, PH.D. 


but the teaching often comes too late and the 
lesson is generally forgotten. With the newer 
teaching in our medical schools, mistakes in 
diagnosis should become increasingly rare and 
antitoxin will be used more frequently and more 
promptly. | 

Far better than these remedies, however, is 
the practice of prevention by the use of toxin- 
antitoxin. This may seem a trite remark, but 
the need of its repetition and emphasis is as 
great now as it was when Carey’, Garland’, 
Ceconi*® and others put it in the form of a ree- 
commendation, a charge or a plea. 

Even at the risk of tiresome repetition let it 
once again be stated that diphtheria can and 
should be prevented, and it lies almost wholly 
with the members of the medical profession 
whether or not our diphtheria rates fall. 

The means to this end is the active immuniza- 
tion not only of children now of gchool age but 
the similar protection of children under that 
age. Two somewhat different problems are pre-. 
sented to the public health official if he is to 
aid physicians in any extensive immunization 
of these two groups, but in private practice the 
problem is a single and a simple one. 

The agents are the Schick test and toxin-anti- 
toxin mixture. They were first used in this 
state by Lilly* of Shirley, then by Linenthal 
and Rubin® of Boston, and from those begin- 
nings the practice spread until a very consider- 
able number of children have been tested for 
susceptibility and a large number of suscepti- 
bles have been immunized. Since 1915 about 
25,000 Schick outfits (each outfit is sufficient for 
approximately 50 tests) and nearly 850,000 sin- 
gle doses of toxin-antitoxin have been prepared 
and distributed by the State Department of 
Public Health. Large as the figures may seem 
at first glance, they are small when compared 
with the number of susceptible children in the 
state, and it must be plain that they represent 
too small a number of immunizations to exert 
any mass effect on our diphtheria rates. If we 
are to appraise the results following the use of 
this material we must turn to specific instances 
in private practice, in schools and other insti- 
tutions, and in separate communities. 

There is a constantly growing number of phy- 
sicians who, in their private practice, feel that 
their full duty to the children in their care 
would not be performed if they did not succeed 
in protecting them against diphtheria. They | 


= 
| 


626 


DIPHTHERIA PREVENTION—WHITE 


Boston M. & 8. Jour: |: 
September 23, | 


give this immunizing treatment to all children 
six months of age or over, and so successful ave 
they been in establishing a diphtheria-free prac- 
tice that it would now seem that any physician 
who failed to exhaust every effort to persuade 
parents to have their children similarly pro- 
tected may rightly be blamed for any cases of 
ciphtheria occurring in the non-immunized 
children in his charge. 

The efficacy of active immunization has re- 
peatedly been shown by physicians’ experiences 
in which one or more unprotected children in a 
family or group of immunized. children have 
been the only vietims, when all were exposed to 
diphtheria. J 

The safety provided by toxin-antitoxin im- 
munization is perhaps best illustrated by the 
case of persons directly and constantly exposed 
to diphtheria infection. Previous to its prac- 
tice in isolation hospitals it was expected that 
some of the nurses would contract this disease 
and it was a rare year when this expectation 
was not fulfilled. Now, in those hospitals where 
only Schick negative nurses are permitted to at- 
tend diphtheria cases and where the susceptible 
nurses are properly immunized, one more risk 
has been eliminated. Some hospitals wisely in- 
clude their whole personnel under this provi- 
sion, and thus exclude diphtheria from their 
hospital family. With suecessful experiences 
sueh as that of the Massachusetts Homeopathic 
- Ifospital before us it would seem inexcusable to 
let untested or suseeptible nurses or other hos- 
pital attendants enter contagious disease wards, 
to care for diphtheria patients, or possibly to 
bring diphtheria into the institution. 

School and institutional experiences, because 
of the larger number of individuals concerned, 
show that it is a simple matter to convert a 
partially susceptible school or institution popu- 
lation into a completely immune group and to 
do away for all time with the bugbear of diph- 
theria outbreaks. In large schools, such as the 
Wrentham State School and the Walter E. Fer- 
nald State School for the feeble-minded, where 
Schick testing and toxin-antitoxin immuniza- 
tion are routinely carried out, the development 
of a ease of diphtheria in a new pupil or in a 
member of the service staff causes no appre- 
hension because the infection ean not and does 
not spread to the other pupils. 

A report from Doctor Arey of the Hospital 
Cottages for Children at Baldwinville is an ex- 
ample of such group immunization and is all 
the more impressive because this institution 
cares for weak and delicate children. Their 
use of the Schick test and toxin-antitoxin im- 
munization dates’from February, 1918, follow- 
ing an epidemic of diphtheria. Doctor Arey 
concludes, ‘‘We have had no eases of diphtheria 
since the immunization method,’’ and, ‘*. . . the 
end results of treating with toxin-antitoxin as 
an immunizing agent against diphtheria are 


one hundred per ecent.’’ Why, then, with sv: } 
an example before us, should we allow dij). 
theria in any institution for the care of eh. 
dren? The responsibility for diphtheria |) 
children under prolonged institutional ear. 
rests squarely with administrative heads of suc} 
institutions. 

That which has been accomplished with ehi!- 
dren, families, hospitals, school and other i» 
stitutional populations may be and has be 
accomplished for a larger community. 

Northampton has the distinction of being on 
of the first cities to appreciate and apply tiv 
means for protecting its children against diph- 
theria. The disease had been endemic there for 
a number of years. In 1920, with a population 
of about twenty-two thousand, there were 62 
cases and six deaths, while in 1921 there were 
59 eases and eight deaths. In that year the 
health officials, the school and other physicians 
combined and began immunizing both the schoo] 
children and many youngsters of pre-school age. 
They received consent from parents, and a good- 
ly proportion of the child population was im- 
munized. In 1922 the eases fell to 26, while 
the deaths were eight. The returns for 1923 
showed a significant drop in the number of 
eases. There were only four cases and one 
death, and 1924 followed with five cases and one 
death, while in 1925 seven eases oceurred with 
no deaths. Not a ease of the disease occurred 
in any child who had received the full series of 
three injections of toxin-antitoxin and the cases 
were in adults and in very young children who 
had not been-brought to the clinie. This for- 
tunate situation will, of course, endure only so 
long as a continuing effort is made to immunize 
each vear’s new births as well as those children 
who are not now protected. 

It is doubtful if diphtheria can be entirely 
eliminated. There will probably always be 
some folks who will decline either for them- 
selves or their children the protection offered. 
and there will always be newcomers or tran- 
sients from states or countries where active it- 
munization is not generally done, Northamp)- 
ton, however, has demonstrated that diphtheria 
ean be kept away from its children, and what 
has been brought about by Northampton can be 
accomplished by any other community, not ex- 
cepting the entire Commonwealth. 

The experience gained during the past ter 
years in laboratories and in clinies has shown 
us how to improve Schick outfits and the toxin- 
antitoxin mixture, and how to simplify and fa- 
cilitate the immunization of large groups. The 
old 3 L plus toxin-antitoxin mixture has been 
supplanted by the 1/10th L plus mixture, whic! 
is an efficient immunizing agent without some 
of the undesirable features of the former mix- 
ture. It has also been found advisable to omit 
the preliminary Schick test with children under 
ten years of age, because the majority of chil- 
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dren below this age are susceptible. The im- 
portance of the Schick test six months after the 
toxin-antitoxin injections is as great now as it 
ever was, and it ean not be too strongly empha- 
sized. Some confusion was created by an article 
by Kellogg” questioning the accuracy of this test, 
but it may suffice to say that his claims are not 
sound, and any immunization treatments that 
do not inelude a final Schick test are incom- 
ete. 

| The details of the present practice of diph- 
theria prevention by active immunization may 
io deseribed as follows: 

1. All children between the ages of 6 months 
and 10 years should be given three injections of 
the full dose (1 ee.) of diphtheria toxin-anti- 
toxin mixture one week apart. Larger doses 
should never be given because the strength of 
the product is adjusted to this dose. 

2 School children over ten years of age 
should be given the Schick test, and if suscep- 
tible should be given a similar series of toxin- 
antitoxin injections. If the child shows a com- 
bined reaction to the Schick test, the dose should 
be lessened, beginning with 0.1 ¢.c., then at week- 
lv intervals, 0.25, 0.5, 1 ¢.e. and 1 ¢.¢, 

3. <All adults in schools, colleges, hospitals 
and other institutions should have Schick tests 
performed and the results recorded, and if their 
work or activities bring them in contact with 
cases of diphtheria, or if there is any likelihood 
of such exposure, they should be actively im- 
munized as in 2. 

4. All persons receiving a series of toxin-antt- 
toxin injections should be tested by the Schick 
test sir months after the last injection to deter- 
mine if the treatment has rendered them im- 
mune. With three injections of one cubic centi- 
meter each of diphtheria toxin-antitoxin mix- 
ture one week apart, from 85 to 95 per cent. of 
those treated should be found negative to the 
Schick test six months after the last injection 
of toxin-antitoxin. The percentage will vary 
With the group tested. All those who give a 
positive reaction to this control test should be 
giver a further course of immunizing injections 
suncar to the first course, and again retested at 
the end of six months. | 
». In doing Schick tests some simple pre- 
Cuvions are necessary. Fresh Schick outfits 
shoud be used and they should be kept in an 
‘place from the time of their receipt un- 
(ii ey are used. The dilutions must be care- 
ful! ‘iade, and the diluted toxin should be re- 
by a fresh dilution if it has stood for 
tc “han four hours. The injection of the di- 
lute. test toxin should be made into the outer- 
hy ayers of the skin and the full 1/10th e.c. 
slo he injeeted. The tests should be read on 
the “urth or fifth day, and any reaction (ex- 
of course the pseudoreaction) should be 
cons: ered as positive. 

‘he 1/10th L plus toxin-antitoxin mix- 


. 
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ture is still the most satisfactory immunizing 
preparation. It should be practically colorless 
vid perfectly clear and be used within the ex- 
piration date stamped on the label. The amount 
injeeted should never exceed one eubie centi- 
meter, and the interval between injections of 
‘i.e full dose should not be less than one week. 
the injections may be made at longer intervals 
if necessary. 

7. Any alleged cases of diphtheria occurring 
in individuals originally Schick negative or neg- 
ative affer toxin-antitoxin treatment should be 
thoroughly investigated and always reported to 
tle State Department of Publie Health. 

The State Department of Public Health sup- 
plies both the Schick outfits and the toxin-anti- 
toxin mixture (the outfits sufficient for about 
50 tests each, and the toxin-antitoxin mixture 
in 1 @.e. ampoules and 20 e.c. vials) free of 
charge, and they can be obtained from all local 
boards of health or their distributing agents, as 
well as from the distributing office of the State 
Department, Room 527, State House. 


DISCUSSION 


No one should be misled into thinking that 
the remarkable decline of diphtheria in the past 
two years and the present year has been brought 
about entirely by the active immunization work 
that has been done. Such immunizations have 
unquestionably prevented many cases and 
deaths not only in the persons treated but in- 
directly in others to whom the disease might 
have been spread from the immunized individ- 
uals had the latter not been so protected. Diph- 
theria has a way of remitting, sometimes for a 
vear (as in 1898 and in 1912) or for several 
vears, but it usually makes up for its absence 
by returning with renewed vigor. The present, 
therefore, is no time to boast of our past efforts 
or to become complacent about the situation. 
As a matter of fact our efforts, with a few ex- 
ceptions, have fallen short of what they should 
have been, and our present temporary and com- 
parative relief from diphtheria is probably a 
curious dispensation of nature. 

It behooves us then to renew and extend the 
effort to bring this disease under control. Such 
is the present aim of your State Department of 
Publie Health. It is planned to give to the med- 
ical profession a supporting service, by contin- 
uing to supply Schick outfits and toxin-anti- 
toxin free of charge, by informing the publie, 
school masters and officials, school and other in- 
stitution heads, and health officers of their abil- 
ity to prevent the disease. Aid will be given to 
the physician through notices to parents that 
their physicians ean protect their children, Aid 
will also be given in organizing clinies for school 
children, and elinies for the younger children. 

The effort will be, not to stage a temporary 
demonstration, but to show the public the pro- 
tection that they can secure for their children 
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and to create continuing agencies for insuring 
the immunization of each year’s new born. 
Local and sporadic efforts or skyrocket cam- 
paigns will accomplish little, and at the most 
we can expect no immediately impressive better- 
ment in the diphtheria situation, but with phy- 
sicians immunizing all children under their 
eare, with a reduction of the present suscepti- 
bles in schools and institutions and with the 
immunization of the new generations of chil- 
dren, diphtheria will cease to be an important 
cause of death. 
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DIscussIOon 


Dr. W. O. Hewirt, Attleborough: In the 
limited time afforded for discussion, I shall re- 
strict my remarks to a consideration of ‘‘the 
measures that may best be adopted especially 
by the smaller cities and towns toward putting 
on and maintaining effective campaigns for 
diphtheria prevention.’’ 

Efforts to control diphtheria in the larger 
centers of population have been very successful, 
and there seems now to be a definite need to 
furnish more adequate protection to the chil- 
dren in the smaller cities and towns. 

In the very first place comes the important 
matter of the selection of a person or persons 
qualified to have charge of the work. Such a 
person in any town should be a physician pref- 
erably connected with either the local health 
department, the medical inspection of schools, 
or the medical representative of a private health 
agency which may have elected to carry on this 
important activity. Such a person must from 
the outset possess real enthusiasm, and confi- 
dence in the campaign against diphtheria and 
he must be prepared to meet opposition which 
is certain to be encountered. 

Fach locality must map out its own plans. It 
is no easy task to build up and maintain a new 
clinie in diphtheria prevention, and to carry on 
hand in hand with this a determined program of 
education and publicity. The ideal is not im- 
mediately possible of accomplishment in the 
smaller places with their lack of adequate ap- 
propriations, Systematic action must however 
be started, and continued year after year, It 
must be made plain that the educational pro- 
gram cannot be completed in one year. There 
must be no let up once the work is started. 


The very first concern of the person who 
would inaugurate a diphtheria prevention cam- 
paign in his city is to secure the endorsement 
and co-operation of all the physicians. It is not 
desirable for the doctors to introduce or to con- 
duct the program, but they should do much of 
the work of immunization. There will be no 
satisfactory results unless the doctors are in ac- 
eord and urge the use of toxin-antitoxin. 


The important matter of publicity must be 
in the hands of the local public health officials. 
Unofficial health agencies may be counted upon 
to help in this special work. The large insur- 
ance companies will furnish assistance by sup- 
plying appropriate literature. 

I shall now submit brief data of the efforts 
used in a city of 20,000 population where im- 
munization has been carried on during the last 
3 years with some degree of success. No appro- 
priation was available at the start, and very 
small funds have been spent since. All that is 
needed is a little enthusiasm and a rather tough 
exterior, impervious to opposition. Thus im- 
munization may be carried out in any town. 


THE PROGRAM 


1. Addresses to the local physicians by one or more 

authorities on diphtheria prevention. 

2. Arousing of local interest in diphtheria preven- 

tion by letters from the Health Officer to: 

A. The District Nursing Association, Child Wel- 
fare Society, Associated Charities, School 
Committee. 

B. Public meeting. Prominent speakers. Dem- 
onstration of reading of school children 
Schicked four days previously. Volunteers 
from audience after talk. 

C. Newspaper co-operation — usually available 
free if you write the articles. 

D. Public endorsement of diphtheria prevention 
work by: Mayor, school physician, doctors’ 
club, all local physicians. A card may be 
inserted in the local paper, signed by phy- 
sicians endorsing the idea. 

E. Opening of weekly clinic (if not all the year, 
clinic should be open in fall and early win- 

ter). 

Paid ads in local newspaper to stimulate at- 

tendance at clinic. 

Clinics in the schools. Co-operation with 

superintendent and school physician. 

H. Annual distribution of literature through 
the schools. 

I. Health Show with attractive exhibits. An- 
other opportunity for demonstration clinic 
in charge of officials from the State De 
partment of Public Health, with addresses 
by officials and the distribution of litera- 
ture, most of which is obtained free from 
insurance companies. 

J. Distribution of biological supplies to the 
physicians. 

K. Complete records: 

Consent slips. 

Records: Name, address, date, date of t st, 
result, date of injections with lot num- 
bers, date of re-Schick, with results, cer- 
tificates given. 

Certificates: Natural immunity. Protec 
tive treatment. 


Return cards: (Six months to return for 
re-Schick). 


F. 
G. 
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In conclusion let us remember that diphtheria 


con‘inucs to kill, that it is the duty of phy- 
sicians and health workers to utilize those effec- 
tive ‘s-ans now at our disposal to prevent, and 
that ‘\ilure in the future to control diphtheria 
wil, ‘udieate an attitude of indifference on the 
pa" of those responsible for this unnecessary 
ease of severe illness and death. 
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atie survey of school children in search of ear- 
vers. However, 138 of this total oceurred in 
children from 2 to 5 years of age, that is, below 
'.e school age and thus out of reach of the sur- 
\ey. They are also out of reach of immuniza- 
‘ion through the schools. 

, A comparative study of age groups clearly 
| corroborates previous experience, in that the 
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P. Baaa, Ir., Holyoke : 


In order to sup- 
‘ment Dr. White’s 


| paper a study was made 
0! the statistics for diphtheria as recorded by 
the Department of Health of Holyoke from 1913 
to the present year. Well over thirteen hun- 
dred vases oceurred during this period. This 
is sown graphically in Table 1. 


The incidence rose to epidemic proportions 
twi © in this series of years—moderately in 
1914 (186 cases), but to a marked degree in 
: _ and 24. The large number of 254 cases 


PERCENTAGE of 
of 4000 


J23 was somewhat augmented by a system- 


of 


CASES BY TENS 
DEATHS 
ORTALITY 

CHILDREN — 


greatest number fall in the pre-school age, 2-5 
vears (617 eases). By adding to this the num- 
ber in the school age, 6-11 years, the total of 
1075 out of 1329 is accounted for. This leaves 
104 adults (18-70 years) and only 78 aged 1 
year or less. The ages of 75 could not be 
traced. (See Table 2.) 

In general, the mortality curve has fallen 
synchronously with that of incidence from the 
distressing height of 27 out of 108 (25%) cases 
in 1913 to 6 out of 50 (12%) in 1920. One 
might readily infer that improved observation 
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and treatment had begun to tell. However, the} Clearer proof of the efficacy of immunizati«, 
deaths again rose to 20 out of 129 in 1922] against diphtheria would be difficult to seeur> 
(15.5%). (See Table 1.) I am glad to state that the community 
During 1923 immunization came into use at a] aroused to the dangers of the situation. Three 
most opportune time, with the result that only | different eclinies have already been establish. : 
12 died of 254 cases (4.79%). Early in 1924 the | for the administration of toxin-antitoxin throu 
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Health Department inaugurated a campaign in, the Health Council, and the Health Department 
the schools which with those privately inoculated | is considering ways and means of its establisi- 
secured the immunization of approximately | ment as a routine in the schools of Holyoke. 
four thousand children. It is fitting at this time to pay a well deserve! 

The deaths dropped from 12 to 8, relatively | tribute to Dr. White for the excellence of tlc 
the same percentage (4.9%), Unfortunately | toxin-antitoxin prepared under his directivy 
this effective measure was not followed out in| and the service which he and his staff are ren 
1925. While the cases numbered only 83, 9 of | dering to the State of Massachusetts. 


these died, sending the percentage of mortality 
back to 10.8%, 


Dr. CHERESKIN, Longmeadow: I-have abou! 
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660 oo tren under my care—I have heard the} pait of them might be pressed into service in 
gent! sn say that children should not bejcas: of a serious epidemic has been started by 
Sehic ed under ten, am I right? the Committee on Hazards and Emergencies, 
appointed by Mayor Walker soon after he took 
De. WuiTe: Yes. 


De. Cuuereskin: I have had difficulty, I have 
had to deal with a lot of Christian Scientists in 
Longmeadow, however, I Schicked in the last 
two vears over 150 to 175 children and those 
ran between the ages of six and thirteen and we 
had some wonderful results. I notice Dr. White 
has «ven Northampton all the eredit. I think 
a little ought to come to Longmeadow. I also 
want to thank Dr. Minor for the co-operation 
he has given in the Longmeadow School. 


Discussion closed by Dr. WuitTe: I want to 
thank Dr. Hewitt and Dr. Bagg for so admir- 
ably supplementing my very modest and sketchy 
paper. The diphtheria figures for Holyoke which 
Dr. Bagg prepared are especially interesting 
from an epidemiological standpoint. In 1921 
I went to Holyoke and Schick tested about one 
hundred children. Because of the density of 
population we expected to find practically no 
positive reactors. When the children were ex- 
amined four days later, however, practically 
every child of seven years of age or less was 
positive. Upon examining the diphtheria fig- 
ures for Holyoke, we found that in 1914 there 
had been an epidemic of diphtheria and we con- 
cluded that beeause there had been so little 
diphtheria sinee then the children who had been 
born subsequent to the epidemic had never been 
exposed to the disease, and, therefore, were 
susceptible. On the basis of this assumption we 
predicted that an epidemie might visit Holyoke 
in the near future and in that epidemic a very 
large proportion of the eases would oceur in 
children born since 1914. The prophesied epi- 
demic oceurred in 1924, and, as predicted, the 
children of ten years or under made up the vast 
majority of eases. 

_ Qite aside from the value of the Schick test 
In sowing susceptibility or immunity it has an 
evel vreater value from an epidemiological 


Stancpoint, and it is to be hoped that wherever 
efesviile its use will be continued. 
' d not mean to take away any glory from 
Lonsineadow, in which such thoroughgoing 
(ipo seria prevention work has been carried 


ou | merely cited Northampton as one of the 


firs! ‘ties in the state to realize the value of 
dip! ceria prevention methods. 
YORK SURVEYS HOSPITALS 
AVAILABLE IN CRISES 
SURVEY of the hospital resources of New 


~< city, publie and private, to determine what 


cfice, The committee also is sponsoring an in- 
vestigation into the causes of epidemic and the 
bes’ methods of controlling them. 

The work that is now being done by the De- 
partment of Health of the City of New York 
and by the United States Public, Health Service 
is satisfactory and would be adequate to control 
any outbreak of a pestilential disease, but it is 
the feeling of this committee that no matter how 
distant the possibility of an outbreak may be a 
well-rounded program with a definite organiza- 
tion should be now prepared so that it may be 
launched at a moment’s notice if the need arises. 
lt is for that’ purpose that the committee has 
undertaken this study.’’-—New York Times. 


THE STUDY OF EFFECTS OF CHLORINE 
iAS AS OBSERVED IN THE WORLD 
WAR 
THe Board of Medical Officers appointed by 

the Direetor of the United States Veterans’ 

Bureau to study the residual effects of war gas 

expects to complete its studies of chlorine gas- 

sing by the first of the year.’ 

The Board, which held its first meeting Mareh 
, 1926, is composed of Dr. Allen K. Krause, 
member of the Group of Investigation and Re- 
search of the Medical Council of the United 
States Veterans’ Bureau and associate professor 
of medicine at Johns Hopkins University ; Lieu- 
tenant-Colonel Harry L. Gilchrist, M. C., U. 8. 
A., chief of Research Division, Chemical War- 
fare Service, U. S. A., and Dr. Philip B. Matz, 
chief, Medieal Research Sub-division, United 
States Veterans’ Bureau. 

tecords show that approximately 70,000 men 
were gas casualties of varying degrees of sever- 
ity during the war, 1843 of which were from 
chlorine gas. The War Department has made an 
investigation of the immediate effects of 
chlorine gassing in over 800 cases, and the pres- 
ent study by the Veterans’ Bureau is expected 
to develop important information pertaining to 
the residual effects of this gas. 

Upon completion of their investigation of 
chlorine gassing, the Board will commence a 
survey of the cases resulting from phosgene, 
mustard and other gases. 
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9, GERMAN MEASLES 


The history of this disease is not at all defi- 
nite, for the obvious reason that until compar- 
atively recently many leading clinicians 1n- 
sisted either that there was no such disease, that 
it was an attenuated measles, or that it was a 
hybrid of measles and scarlet fever. This con- 
fusion has been possible because the disease has 
no clear cut picture, the symptoms and rash 
varying somewhat at different times and in dif- 
ferent epidemics. lIlowever, for the past cen- 
tury there has been a fairly universal belief 
that rubella is an independent disease. 

German measles has been a notifiable disease 
in Massachusetts since 1914. In each subse- 
quent year except 1917 and 1918 about 500 
eases have been reported. In the two except- 
ed years, about 6000 and 9500 eases, respective- 
ly, were reported. ‘There is no means of know- 
ing what proportion of actual cases these fig- 
ures represent. There are so few deaths from 
it that no mortality statistics are given. 

As in measles, climate, altitude, soil, race, 
sex, and heredity have no influence on _ inei- 
dence. As to age the disease is not common 
under two years of age or over fifteen; prob- 
ably three-fourths of all cases occur hetween 
these ages. One attack confers immunity. 
The causative organism is unknown. _ Epi- 
demics occur in winter and spring generally. 
The period of incubation is fourteen to twenty- 
one days. 

Intimate contact is necessary for the trans- 
mission of the disease. One of its character- 
istics is that the epidemics are short-lived and 
that they are commonest in schools, hospitals, 
and institutions. Sporadie cases of the 
disease are ‘uncommon. Fomites are not 
thought to be of much importance unless very 
recently infected. althongh Vaughan takes the 
opposite view and advocates the burning of in- 


*Published by the Committee on Public Health . 
ehusetts Medical Society. of the Massa 


(Continued from page 590) 


fected articles which cannot be sterilized. The 
secretions of the mouth, nose, and throat during 
the brief pre-eruptive and early eruptive stages 
are probably the media of transmission of the 
virus. Infectivity is apparently rapidly lost, 
so the patient is not contagious more than a 
few days. 

The only good reason advanced for persist- 
ing in the wholly unsuccessful past efforts to 
contro! this disease is because of the difficulty 
of distinguishing it at times from searlet fever. 
But during an epidemic the characteristics of 
rubella are distinct. Sporadic cases, being 
rare, should be treated as scarlet fever, but 
quarantine in epidemics is without effect, and 
since the disease is so mild, there is no valid 
reason for wasting time in trying to control 
it. Patients should be isolated, largely for 
their own good, in order to keep them under 
conditions which will make them less suscepti- 
ble to the few complications which sometimes 
occur. If non-immune contacts are to be kept 
out of school it should only be between the 
14th and 20th days after exposure; but this 
does not seem necessary except when there is a 
possibility of a mistake having been made in 
the diagnosis. A far better plan for school pre- 
vention measures is to send home all children 
with acute catarrhal symptoms, after inspect- 
ing all of them each morning. 

All eases should be reported to the health de- 
partment. There are at present so few data 
concerning the disease that we are comparative- 
ly ignorant as to whether there are any ulti- 
mate deleterious effects or not. Another ex- 
cellent reason for reporting is the occasional! 
confusion of German measles with scarlet fever 


and measles. 
10. Mumps 


Mumps was first described by Hippocrates 
but it was not until the second half of the sev- 
enteenth century that it again became the sub- 
ject of writings by medical men. Even then it 
was not suspected of being an entity. Hamil- 
ton seems to have been the first to recognize 
this, in the latter part of the eighteenth cen- 
tury. A few years later Mangor in Wiborg 
recognized mumps as an infectious disease. He 
was probably the first to do so. At about this 
time there were numerous epidemics in Italy, 
and the medical men who studied the disease 
there recorded their observations so well that 
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their work served to teach the remainder of 
the medical world the nature of the disease. 

Mumps is a very uninteresting disease to the 
non-military medical man, but as it is a notifia- 
ble disease and is quarantined, a short discus- 
sion is in order. All that can be said of the 
eticlogy is that the cause is probably a filtera- 
bic virus. The ineubation period is equally 
doubtful, various estimates placing it at 8 to 
30 days, average 18. The disease prevails all 
over the world, and generally in the winter or 
early spring. Hirsch collected the data on 150 
epidemies and found that 129 occurred in the 
winter and 21 in the summer. Almost all ages 
and both sexes are suseeptible but it is rare un- 
der four years of age, and past middle life. 
The years from 5 to 15 are thought to be those 
of greatest susceptibility. One attack con- 
veys life immunity ordinarily, but exceptions 
are known. When the disease is bilateral the 
second gland is generally involved as the first 
subsides. This would seem to indicate a slow 
development of immunity. 

So far as is known the disease is transmitted 
by secretions from mouth and throat. It 
seems to be highly contagious in the early 
stages. Nothing being known of the resistance 
of the organism it is impossible to say how long 
fomites can retain the living virus. Transmis- 
sion by eating utensils is in all probability an 
important factor in spreading the disease in a 
home, barracks, or institution, and it is in sueh 
places that transmission takes place most often. 
There is considerable coughing during the 
disease and this of course spreads droplets 
Direct contact plays the leading réle as in other 
communicable disease. Dogs and cats have 
been infeeted, and probably also play their 
part. Possibly there are earriers; and there 
must also be missed, atypical, and ambulatory 
cases to act as foci. Sinclair emphasizes tlw 
fact that mumps requires ‘‘group massing’’ for 
iis transmission and that therefore secondary 
cases are not often seen as a result of school 
contact or of contact with playmates, but that 
a are common in the home and in institu 

llowever much the civilian medical 
look down on mumps it is an important matter 
‘n the miiltary service. There were 213,943 
cases In our armies during the World War 
During 1918 there were 168,519 cases, a rate of 
0); admissions per thousand soldicrs per year. 
rate was exceeded only by influenza. 
About 7% of total admissions for disease were 
iumps. There were 8020 men _ constantly 
non-effective because of mumps in 1918. Radin 
reports 5756 eases in 18,000 men at Camp 
Wheeler. This was an incidence of 32%. Of 
(he 13,638 admissions to hospital at that camp 
up to March 1918, 42.2% were mumps. All of 
the 151 deaths in our army in 1918 ascribed to 
mumps, had pneumonia as a sequel. Brooks 


in the mumps wards at the Camp Upton Base 


Hospital than in any others. He states that 
in his opinion pneumonia had no more rela- 
tion to mumps than to fractures, gastro-intesti- 
nal disorders or any other large group of dis- 
case conditions. Williams reports an investi- 
gation of 65 reported cases of deaths from 
mumps. A study of death certificates and of 
the reporting doctors’ replies to letters of in- 
quiry leads him to conclude that mumps is rare- 
ly a cause of death, since the diagnoses were al- 
most all questionable. 


For economic reasons the disease in individ- 
uals past puberty is much more important than 
in children, owing to the long period of ab- 
sence from work especially when orchitis is a 
complication. Quarantine and isolation have 
had no effect in preventing or checking epidem- 
ies. It would therefore seem logical to drop 
all restrictions in this disease and to concen- 
trate time and money on more important ones. 
By doing this, the public could be made more 
willing to coéperate where such help is more 
necessary. Notification should be continued, 
in order to afford data for study. Isolation 
in the home to the extent of making it easy for 
non-immune adults to avoid becoming infected 
should be carried out. Isolation and confine- 
ment to bed of infected young adults will also 
reduce the incidence of orchitis and ovaritis. 
The sterilization after each meal of all dishes 
used in the house seems essential for the pre- 
vention of transmission. The house should 
be placarded. There seems no valid reason why 
exposed children should be kept out of school. 
There is some advantage in having the disease 
at school age rather than having it later, pos- 
sibly with orchitis. Before the disease can be 
prevented a number of unknown factors must 
be cleared up such as; the exciting cause, the 
period of incubation, the method of transmis- 
sion, and methods of determining susceptibility 
and of producing immunity with vaccine or 
serum, 


11. HICKEN Pox 


It was not until the ninth century that vari- 
ééila was distinguished from small pox. Rhazes 
apparently was the first to do so, and his ree- 
ognition of the two separate immunities in 
these diseases was what led to the differentia- 
tion. For several hundred years afterward 
nothing more was written of chicken pox until 
Vidius’ good description of it in 1626. But 
it was really not until the widespread epidemie 
of small pox in 1871-1874 that the distinetion 
between the two diseases was clearly drawn and 
accepted by everyone, although there had been 
strong proponents of each side of the question 
during the 250 years after Vidius. As late 
as the third quarter of the nineteenth century 
some of the most eminent men of the profession 
still insisted that varicella was mild small pox. 


reports that pneumonia was no more frequent 


The disease is prevalent over the entire world 
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and is endemic in practically all cities. it af- 
fects equally all races and both sexes. It is 
most common during the autumn months. The 
age of greatest susceptibility is four to ten, 
but younger children may be affected, and 
adults contract it much more frequently than 
is thought. Apparently the chief reason why 
more adults are not infected is because they 
had the disease in childhood. Vaughan re- 
ports that in 1919 in the eity of Detroit, 83% 
of eases reported to the health department 
were under ten years of age. The length of 
the period of ineubation is conjectural. Va- 
rious guesses place it from four to thirty days 
but thirteen to twenty seems closer although 
the evidence is vague. This disease differs 
from the other exanthemata in that the rash 
appears before any symptoms, consequently 
the time of onset is not at all definite. One at- 
tack confers imumnity for life but as iu other 
diseases there are exceptions. The virus is un- 
known. Much has appeared in the literature 
during the past ten years concerning a possible 
but not yet proven relation between herpes 
zoster and varicella. The complications and 
sequelae of chicken pox are not without dan- 
ger to life. The commonest ones are second- 
ary infections due to the pyogenic organisms 
always on the skin, or from uncleanliness and 
seratching. Other complications are rare and 
probably do not oceur more frequently in chil- 
dren with varicella than in other children, sick 
or well. In degree of communicability chick- 
en pox is exceeded only by measles but the 
mode of transmission is unknown. ‘The way 
it spreads from ward to ward in a hospital is a 
source of wonder to all concerned. It shares 
with foot and mouth disease the distinction of 
being the last disease still mentioned seriously 
as being transmitted aerially (other than by 
droplets of sputum). It is transmissible from 
the moment of onset of the attack. The lesions 
of skin and mucosa are thought to be the souree 
of infection, and direct contact the most prob- 
able mode of spread. The virus seems to be 
short-lived since fomites doGiot give evidence of 
being important. Attempts have been made 
to inoculate children with varicella out the 
success was questionable. Wide transmission 
of the disease is favored by its mildness, for 
children are generally still in school during the 
early and presumably very communicable 
stages. The assumption is that infection is 
received through the respiratory tract and this 
aids the aerial transmission theory. 

Control measures except keeping the infected 
child at home, for its own sake, are entirely 
superfluous at present. As with mumps and 
German measles, there are no reason why con- 
trol should be exercised. It is much better to 
have the disease in childhood, for it might come 
at a much more inconvenient time during adult 
life. The patient should be regarded as ill 
nntil the crusts are gone and there is no more 


danger of secondary infection. Protection o/ 
weak or debilitated children might be desira- 
ble, and then special measures could be take, 
In institutions which have many small children 
it is also generally desirable to check an epi- 
demic. In such cases vaccination has been 
proposed. Kling’s method of applying the 
contents of vesicles to the abraded skin has no! 
met with great success. Hess and Unger were 
more successful when they gave intravenous in- 
jections of the same material in a small series 
of eases; difficulties in getting consent for a 
method which looks formidable to the layman 
and rather formidable, to say the least, to the 
medical man, could be foreseen. 

Keeping contacts out of school is wholly un. 
necessary. The period of incubation is un- 
known but long, and school sessions would be 
much disrupted with no corresponding gain. 

All cases of the disease should be reported. 
both because of possible confusion with small 
pox and for purposes of research. ae. 
eount of the similarity to small pox it has been 
argued that the disease should be quarantined 
and isolated as is small pox; but as a matter of 
fact there is confusion only with the mild type 
of small pox and since isolation has been a 
total failure in controlling that disease there is 
no need of extending unsuccessful control 
measures to chicken pox. 

(To be continued) 


MOTOR ACCIDENTS IN ENGLAND AND 
WALES 


Tne Registrar-General’s Statistical Review 
for England and Wales for 1924 sets forth that 
deaths due to motor vehicles for 1924 amounted 
to 2,290, a rate of 77 per million, which is the 
highest recorded up to that time. 

Further analysis seems to indicate that great- 
er safety lies in the use of four-wheel brakes 
more than any other one factor. This is espe- 
cially indicated for those deaths occurring 
among children, for the behavior of a young 
person is so erratic that a driver is often con- 
fronted with unexpected dilemmas. 

The suggestion is made that the present-day 
pleasure motor vehicles will eventually be driv- 
en from the roads and the drivers thereof wil! 
betake themselves to the air. 


INFANTILE PARALYSIS IN 
SPRINGFIELD 

THE daily papers report thirty cases of in- 
fantile paralysis in Springfield, Massachusetts. 
The school authorities have ordered the public 
schools closed for another week as a prevention 
of spread of the disease. Most of the cases are 
reported as occurring among children who have 
recently returned from vacation visits to other 
places. The district health officer reports only 
a few eases in his district outside of Springfield, 
and is quoted as saying that Worcester, Massa- 
chusetts, has a considerable number of cases. 
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CASE 12381 
CHEST SIGNS AND BRAIN SYMPTOMS: 
CAUSE? 


MepIcAL DEPARTMENT 


A Swedish tinsmith of fifty-eight entered Jan- 
uary 5 complaining of cough of five days’ dura: 
tion. He was so ill that no past history and 
family history were obtained except that for six 
months he had had oceasional palpitation and 
had slept better with four or five pillows, and for 
three months had had dyspnea on exertion. 

Ile had always been well until two weeks 
before admission, when he caught cold, began 
to cough and raise some thick white sputum and 
to have pain in the right back along the lower 
ribs on breathing, aggravated by coughing. He 
felt well and continued at work until five days 
before admission, when he had a chill, due he 
thought to gasoline fumes. He had been in bed 
since that time, feeling feverish. The cough and 
sputum persisted. The day of admission the 
sputum was bloody. Since the onset he had had 
no appetite and had lived chiefly on milk. His 
bowels had not moved for three days. He had 
hat some dysuria. Sinee the day after the 
onset he had taken brown pills and other med- 
icine prescribed by his physician for his heart. 

Examination showed a well nourished, sick 
looking man, dyspneic, sweating and coughing. 
‘There was cyanosis and icterus. The lips showed 
herpes. The teeth were bad. There was pyor- 
rhea. The throat was injected. The epitrochlear 
glands were palpable. The left chest expanded 
a little more than the right. Anteriorly the right 
chest was dull above the fifth rib. There were 
many rales and increased whispered voice. Pos- 
teriorly the right chest showed dullness from 
the apex down to the midseapula, with harsh 
breathing, many rales and inereased vocal fre- 
miius. The abdomen was somewhat protuber- 
ant. The apex impulse of the heart was felt in 
the fifth space 10 centimeters from midsternum, 
one centimeter outside the midelavicular line. 
“he left border of dullness was 12 centimeters 
‘rom midsternum. There was no other enlarge- 
tent to pereussion. The heart was fibrillating, 
‘ate 110. The blood pressure was questionable, 
about 140-160/80. The artery walls were thick, 


the temporals and brachials tortuous. The ex- 
tremities, pupils and reflexes were normal. There 
was noedema. Electrocardiogram showed aurie- 
ular fibrillation, rate 90, left axis deviation, 
index -+-22, slurred Rn- 

The urine was normal in amount, specific 

gravity 1.026 to 1.018, the slightest possible 
trace of albumin at one of three examinations, 
bile at all, rare leucocytes at all, rare to frequent 
cellular casts at two, hyalin at all. Blood ex- 
amination showed 22,700 to 65,800 leucocytes, 
92 per cent. polynuclears, 85 per cent. hemoglo- 
bin, 5,376,000 reds, smear normal. Van 
den Bergh tests, direct and indirect, negative. 
Wassermann moderately positive. Sputum mu- 
coid, bile stained at one of three examinations, 
dark brown at another, blood questionable at 
one, dark at another, diplococci and staph- 
vlocoeei at two, short chained streptococci at 
one, occasional to many leucocytes at all. Spu- 
tum showed type IV pneumococcus and ques- 
tionable type Il pneumococeus, atypical. 
' A portable X-ray plate January 8 showed 
dullness in the upper half of the right chest 
obliterating all the lung markings. The lower 
border was sharply defined and corresponded 
with the position of the interlobar septum. There 
was also similar dullness at the left base and an 
area corresponding with the left lower lobe. The 
heart shadow was very much increased in size. 


The temperature was 99.8° to 103.9°, the pulse 
78 to 140, the respiration 19 to 52. 


The patient remained in approximately the 
same condition for the first few days. Jan- 
uary 9 the’ signs in the upper chest had changed. 
There was flatness over the right upper chest 
and diminished bronchial breathing and tactile 
fremitus. The patient was very toxie. The let- 
coeytosis was at its highest, having developed 
in two days. January 9 a heart consultant found 
a return to normal rhythm during fever and 
digitalis administration. January 10 there was 
a patch of dullness with rales and tactile fre- 
mitus present at the right apex posteriorly, at 
the right base an area of flatness with absent tae- 
tile fremitus. Between these patches there was 
impaired resonance with tactile fremitus pres- 
ent. X-ray showed the area of dullness on the 
right previously noted increased in density and 
extending farther toward the base. Unfortu- 
nately the extreme base of the lung was oblit- 
erated by an artefact. The dullness on the left 
appeared to be less extensive than at the pre- 
vious examination. There appeared to be some 
displacement of the heart to the left. There were 
several small dense areas of calcification in the 
extreme left apex. Next day there was fairly 
normal respiration in this intermediate area. The 
breath sounds were absent at the right base, 
where the area of flatness showed no increase. 
A third X-ray examination confirmed the pre- 


vious observations. There was a large area of 
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fairly homogeneous dullness involving practi- 
cally the entire right chest. 

A needle was introduced in the third inter- 
space in the anterior axillary line. No fluid was 
obtained. 

January 11 the patient was very ill. He had 
pain in the left side of the head. The right 
arm and leg were partially paralyzed. There 
were pains in both legs. Kernig was positive. 
The neck was stiff. The jaundice and blood in 
the sputum persisted. January 13 he died. 


Discussion 
BY RICHARD C. CABOT, M.D. 
NOTES ON THE HISTORY 


1. We start off with a hunch that this man 
has a cardiae trouble. 


2. He had had no appetite and had lived 
chiefly on milk presumably because he had 
fever. 


3. It sounds like a pneumonia on top of some 
cardiae condition. That is all one can guess 
from the facts of the history. 


NOTES ON THE PHYSICAL EXAMINATION 


1. We have a rather slangy use of the word 
‘‘sick’’ here. In England it means that one is 
nauseated. We mean that we think the man 
is seriously ill. We do not mean any particu- 
lar diagnosis or symptom, but that he is seriously 
ill. I do not like the phrase, although it is 
traditional in this hospital. It goes back at 
least fifty years, but is not an accurate term. 

2. Herpes makes us think of pneumonia first, 
then of malaria and meningitis. 

3. ‘*The right chest dull above the fifth rib’’ 
means something. We do not know what the 
breathing showed. 

Miss Painter: The breathing was roughened 
in front. 

Dr. Casor: That means nothing. That is 
one of the things we say when we do not know 
It is like ‘‘heart sounds roughened.’’ My im- 
pression is that as the trouble was in the upper 
part of the chest it cannot be fluid, so it is prob- 
ably solid, i. e. probably pneumonia. Posterior- 
ly the sounds were about the same. 

4. There is perhaps a little enlargement of 
the heart, perhaps not. 

5. We eannot measure the blood pressure 
with a fibrillating heart. 

6. There is a small point here which ought 
to be picked up. The brachial artery ought to 
be straight. When it is found tortuous it is 
diseased. The temporal artery ought to be 
crooked. When it is found so it is not evidence 
of its being abnormal. 

7. There was left axis deviation, that is to 
say a big left ventricle. 

8. This is the sort of urine we usually get 


with pneumonia, though the bile is a little un- 
usual, 

9. We get no evidence from the Van 
den Bergh test. We get no evidence from a pos- 
itive Wassermann when there is jaundice. 

10. They certainly thought that this patient 
had pneumonia with a jaundice which compli- 
cates pneumonia sometimes, we do not know 
why. 

11. In the X-ray plate of January 9 we see 
a perfectly continuous shadow, the apex and 
base a little lighter. On the left side I eanno: 
get the heart shadow. Probably the patient was 
breathing. On January 11 there is a little air 
seemingly showing at the bottom. Most of the 
trouble is in the middle lobe. That certainly 
would correspond to pneumonia rather than to 
tuberculosis or to fluid. The January 9 signs in 
the chest ought to mean fluid, interlobar or en- 
eapsulated empyema. Displacement of the heart 
to the left would correspond to fluid which 
pushes the heart in a way that solid does not. 

They did the natural and proper thing and 
put in a needle, pretty high up, but they got 
nothing. That does not rule out pus in the least. 
1 have often put in a needle again and again 
and got nothing in these interlobar processes. 

12. We had at the end either a meningitis 
or meningismus, which is a mild degree of the 
same thing, and something which gave him ap- 
parently a paralysis. 


DIFFERENTIAL DIAGNOSIS 


We have evidence of some cardiac mischief 
antedating these events which we have been 
discussing during the last days of life. That 
cardiac mischief I should suppose resulted in a 
hypertensive heart, hypertrophied and dilated 
without valve lesion. And on top of that he 
gets an infection which I see no reason to doubt 
was a pneumonia. The question is, did he have 
an empyema? I believe he will show a hyper- 
trophied and dilated heart and some process 
which started as pneumonia and may have re- 
mained pneumonia, but which I think should 
show some pus in spite of the negative tap. What 
is at the left base? I do not know. Possibly 
fluid, perhaps only hydrothorax. 

What about the brain? Meningitis is a not 
very uncommon complication of pneumonia, 
pneumococcus meningitis. So far as I ean see 
he may perfectly well have it. That however 
will not account for his hemiplegia. If it is 
hemiplegia we should have to say either it is 
embolism or infarction of the brain on the left 
side, possibly connected with the weakness of 
his heart, intracardiac clot and infaretion from 
that. 

Possibly that is the whole thing. That might 
give him the whole picture, his Kernig and stiff 
neck. Nobody tapped his spinal cord. He was 
too ill. That prevents our knowing whether 
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there was meningitis. Outside the chest and 
brain I see no reason to suspect disease. 

A Puysictan: Do you ever get meningismus 
without meningeal infection? 

De. Casor: What we mean by meningismus 
is congestion and functional disturbance without 
aciual findings post mortem. 

A Puysicran: I mean with tumors or in- 
juries to the skull. 

De. Casor: Not so far as I know. It is in 
infectious disease that we get it. 

A Puysictan: How about bile in the sputum? 

Dr. Carnot: The bile was part of the infec- 
tion. Any man who has a bad jaundice will have 
bile in his sputum. 

A Puysictan: How about endocarditis? 

Dr. Casot: Endocarditis is a perfectly pos- 
sible complication. It is the kind of case that 
does get endocarditis. I cannot rule it out. 

I do not think enlarged epitrochlear glands 
mean anything as to syphilis. I made a series 
of Out-Patient studies on normal and on syph- 
ilitic men, following these glands in relation to 
syphilis. I do not think their enlargement 
means syphilis. 

A Pnysictan: The distended abdomen? 

Dr. Casot: A distended abdomen is a bad 
symptom in pneumonia. I do not believe it 
means anything more here. We have no local 
signs to suggest peritonitis or ascites. 


CLINICAL DIAGNOSIS (FROM HOSPITAL RECORD) 


Lobar pneumonia. 
Pneumococeus septicemia. 


DR. RICHARD C. CABOT’S DIAGNOSIS 


Pneumonia. 

Empyema? 

Ilypertrophy and dilatation of the heart. 
Hypertension. 

Meningitis ? 


ANATOMICAL DIAGNOSIS 


. Primary fatal lesion 


Septicemia, pneumococevs. 
Lobar pneumonia. 
Acute meningitis and encephalitis 


ho 


Secondary or terminal lesions 


Soft hyperplastic spleen. 

leterus, 

Luetie aortitis. 

“light hypertrophy and dilatation of the 
heart. 


llistorical landmarks 


‘femangiomata of the liver. 

ypospadia, 

(hronie pleuritis. 

Obsolete tuberenlosis, bronchial glands and 
apex of left lung. 


Dr. RicHARDSON : The skin in this case showed 
well marked icterus. 

Head. The pia was infiltrated with thin pale 
cloudy fluid, and along the margins of the ves- 
sels was yellowish and suggested the presence of 
pus. A section showed that it was meningitis. 
Beneath this layer of meningitis the brain tissue 
in one or two places showed sone infiltration 
with polynuclear cells,—a little encephalitis. The 
brain otherwise was negative. The brain weighed 
1315 grams. 

The lungs were bound down by old pleural 
adhesions. The upper lobe of the right lung 
was voluminous, solid, and the tissue of the 
upper two-thirds showed frank gray-red pneu- 
monia fading out into red pneumonia in the 
lower third. In the middle and lower lobes 
there were no areas of consolidation. The tissue 
was spongy, leathery, and there was a slight 
amount of thin bloody fluid. The left lung 
showed no areas of consolidation. There was a 
small foeus of obsolete tuberculosis at the apex. 

The heart weighed 410 grams, slightly en- 
larged. The myocardium, valves, cavities, and 
coronaries were negative. There was a slight 
amount of arteriosclerosis in the aorta and in 
the ascending thoracic, in the first portion just 
above the cusps. It was like luetie aortitis, 
which microscopic examination showed it to be. 

The liver was negative except, as a matter of 
record, that there were quite a number of heman- 
giomata, the largest three by two centimeters. It 
is not uncommon to find in the liver these small 
blood vessel tumors. 

The spleen was slightly enlarged, very mushy, 
acute soft splenic tumor. 

The kidneys weighed 430 grams,—rather 
large, but macroscopically and microscopically 
they were negative. 

Cultnre from the heart blood showed a good 
growth of the pneumococeus. 


CASE 12382 


AN UNUSUAL SERIES OF DERMATOLOG- 
ICAL, HAPPENINGS, ILLUSTRATING 
THE VALUE OF THE HISTORY 


DeERMATOLOGICAL DEPARTMENT 


An American painter twenty-four years old 
entered Ward G on July 13 with a generalized 
brawny erythema of the entire skin of twenty- 
four hours’ duration. 

P. H. His dermatological history begins in 
the previous October, when he had an eruption 
which his doctor called pityriasis rosea. In Jan- 
uary he had ‘‘white sores’? on his genitals. 
In March he had a rash which was scattered 
over his body, most profusely on the inside of 
his arms and axillae. He further stated that 
he had a blood test in the army which was neg- 
ative, and that many of these lesions were 
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scabbed over. He stated that these disappeared 
in June. About this time he used considerable 
sulphur ointment for treatment. A history of 
a similar condition in his wife was obtained. 

He appeared at the hospital Out-Patient De- 
partment for the first time on July 6 with a gen- 
eral excoriated papular eruption, itching espe- 
cially at night. The eruption had been present a 
week or ten days. <A diagnosis of scabies was 
made. Routine treatment of scabies was pre- 
scribed, using ointment Number Seven (naph- 
thol, sulphur, balsam of Peru and petrolatum). 
After one application of this ointment he had 
much more severe itching, with much swelling 
of genitals, with groups of fine red papules, later 
with considerable crusting. According to the 
Out-Patient record there were sharply defined 
circular areas above the pubis suggesting ring- 
worm, but a microscopic examination was re- 
ported as negative for spores or mycelia. 

Under soothing local treatment this acute out- 
break quieted down, and on July 11 the iteh- 
ing was a great deal better, but with the subsi- 
dence of the dermatitis and his scabies there was 
a macular eruption noted suggesting a roseola, 


and a grayish patch was found on one tonsillar |: 


pillar. He was transferred to the South Med- 
ical Out-Patient Department, where a note was 
made of a meatal primary, with a slightly en- 
larged hard gland in the groin, with slight gen- 
eral glandular enlargement, and a general fol- 
lieular papular rash on the trunk. There were 
small ring-shaped lesions on the chest and ab- 
domen. He had mucous patches in his throat. 

P.I. Four-tenths gram of diarsenol was given 
intravenously and he was referred to Ward G 
for further treatment of his syphilis. This in- 
jection was given the day before his admission 
to the hospital. In the middle of the afternoon 
following treatment he became alternately hot 
and cold. The skin became red at night. He 
vomited at five o’clock. He was uncomfortable 
all night. His hands became puffed, red, and 
burned and itched. 

P. E. Examination showed a very marked 
generalized erythematous eruption, probably 
more marked on the abdomen. His skin was 
rough, brawny, with a slightly indurated feel. 
Redness was displaced by firm pressure. In a 
few places were found fine white scales, espe- 
cially between the fingers, and there were the 
remains of old scabetie lesions on the dorsum 
of his left foot. Note was made of the patch 
on his left tonsil, but it was impossible to ob- 
serve the primary because of the swelling and 
edema. 

Course in Hospital. In three or four days the 
scaling hecame much more marked, and even- 
tually he had a very marked generalized exfolia- 
tion. He ran a slight temperature for nineteen 
days, having at one time a white count of 17,000, 
with 8 per cent. eosinophils. During his stay in 
the hospital he had four injections of intramin, 


25 cubic centimeters each. He was discharge 
from the hospital to the Out-Patient Departmen: 
on August 3. 

Subsequent History. At his first appearance 
in the Out-Patient Department his skin had 
cleared a good deal, and at this time showed 
some sort of irritation on the chest. The middle 
of August he had developed a few furuncles on 
his legs. In September the skin was clearer, but 
the finger nails showed atrophie changes as evi- 
dence of the exfoliative state passed through 
two months before. 

On October 27 he appeared at the Out-Patient 
Department Skin Clinie with an itching red 
eruption on hands, face and arms of four days’ 
duration. He further stated that this appeared 
the day after he had done some painting and 
that similar phenomena had occurred four times 
since his discharge from the hospital in August. 
There were scattered blotches, with a finely pap- 
ular red rash, and a few vesicles and erusts seat- 
tered over the areas mentioned. In five days 
the skin was practically clear. In his oceupa- 
tion as a painter he had never suffered any sim- 
ilar irritation previously. 


NOTES ON THE HISTORY 
Discussion 


BY C. GUY LANE, M.D. 


The first abnormal condition noted as pity- 
riasis rosea probably was that, because pityria- 
sis rosea is a perfectly characteristic disease. It 
is not infrequently referred to the clinic as syph- 


ilis, but syphilis is very rarely referred as pity- ° 


riasis rosea. It would be interesting in the light 
of events which followed to know how long his 
pityriasis rosea lasted, also what sort of and how 
much treatment he had. 

The eruption three months later I believe was 
the beginning of his scabies. His penile lesions, 
the localization of other lesions, and the fact 
that bis wife had the same condition suggested 
this diagnosis in spite of the fact that his hos- 
pital record makes no mention of itching. 0! 
course itching in scabies is proverbial, and es- 
pecially at night. All itching is worse at night, 
but the itching of scabies characteristically ap- 
pears when the clothes are removed. 

The record states that he had a blood test. 
That was probably for a Wassermann. Suc! 
tests of course are taken for anything on tlic 
skin. I do not question that. I think it is a 
good plan. But one should not conclude from 
one positive Wassermann that the man has syp)l- 
ilis. It needs confirmation. Such a test is a 
diagnostic pointer and not an absolute diag 
nosis. 

I remember seeing this man on one of hi. 
first visits to the Out-Patient Department. He 
had in addition to his scabies a moderate degree 
of dermatitis which I have called Dermatitis 
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Num): 1, probably from sulphur, which he 
had b n using in the army. The routine treat- 
ment © scabies was prescribed at that time. It 
is a vestion whether the lesions should have 
been «ieted down by suitable treatment before 
prescribing such a routine. In view of the later 
developments I believe it might have been the 
best pian. The ointment we used is usually 
rubbe! in for three nights. But one night’s 
treatment was sufficient to cause a severe derma- 
titis. which I will eall Dermatitis Number 2. 

Then we to the next occurrence, the 
annular lesions above the pubes. These should 
have awakened an early suspicion of syphilis. I 
do not know how long they were present. Scabies 
does not produce ringed lesions, nor does sul- 
phur, though we do see round flat lesions fol- 
lowing a sulphur dermatitis. The fact that they 
suggested ringworm however ought practically 
to rnle out sueh econditions. And I believe that 
syphilis, which does present ringed lesions, 
should merit attention, and that an examina- 
tion should be made as to further evidence for 
or against syphilis. As one can see from the 
record, this further evidence was found a bit 
later, when his dermatitis had quieted down and 
after he had been transferred to the South Med- 
ical Department. 

Ilere again I believe that the oft-repeated ad- 
vice for a complete examination of the skin is 
still most excellent advice. 


The meatal primary is of interest. Such a 
lesion is usually overlooked, and after the experi- 
ence which I had in the army I am sure that 
scabetie lesions of the glans are not infre- 
quently mistaken for syphilis. Furthermore 
some one has suggested that the scabetic furrow 
furnishes a point of entrance for the spirochetes. 
The two diseases, seabies and syphilis, are seen 
together not infrequently, and that perhaps may 
be the reason for some of the itching syphilides 
which are occasionally found. 


DIscussIon 


This man on his entrance to the hospital had 
a dermatitis from his arsphenamin, and that I 
have labelled Dermatitis Number 3. He had the 
general exfoliative type, and his condition was 
one which I should eall of moderate severity. 
Yon will note that at the time of entrance to 
the hospital he had a history of pityriasis rosea, 
sesbies, a sulphur dermatitis, and a dermatitis 
his reeent antiscabetie treatment. 
| ‘he main point I think in the whole case is 
cvs: the importance of a history before the 
«.'nistration of arsphenamin. Since the time 
("this ease oceurred Stokes of the Mayo Clinic 
called attention in his cases there to the 
| ‘vious skin ineidents or skin accidents in cases 
rmatitis from arsphenamin. I do not mean 
‘o say that such accidents are the cause of all 
cos of arsphenamin dermatitis, but enough 


cases, I believe, have occurred so that it is nec- 
essary to inquire carefully about the skin his- 
tory and proceed cautiously with our arsphen- 
amin if neeessary. This fact again is empha- 
size in his industrial dermatitis, which I have 
labelled for convenience’ sake Dermatitis Num- 
ber 4. This was in all probability due to turpen- 
tine. It appeared not only once but four times 
when he had started to go to work, so that I 
feel that his return to work is responsible. 

Gardiner of Edinburgh has pointed out in a 
rather large series of cases of industrial derma- 
titis that in a large proportion of these cases 
there was also a previous history of recent path- 
ologieal condition of the skin. So that both in 
the administration of arsphenamin and in eases 
of industrial dermatitis, or possibly in persons 
who are going to work at trades known to be 
irritant, a history of previous skin irritation is 
important. Such a dermatitis evidently does 
something to the skin. It makes the skin more 
sensitive to substances to which it has not re- 
acted before and to which it probably would not 
react were it not for the previous skin irrita- 
tion. I am willing to acknowledge that that is 
a lame way of explaining the situation, but at 
the same time it is the best we can do. 

Arsphenamin dermatitis ean vary from a mild 
eruption say on the forearms or legs at first, 
and usually occurring after the third or fourth 
injection, to the fatal or almost fulminating con- 
dition. Intramin has been of aid in a group of 
eases at this hospital, and sodium thiosulphate 
has been used with a fair degree of success else- 
where. 

I think in this ease it is worth while pointing 
out the fact that three of these major attacks 
of skin eruption were due to treatment of ex- 
isting skin conditions, two by external means, 
yne by intravenous medication. Several years 
ago in looking through the records of the Out- 
Patient Department I found that twenty per 
cent. of cases diagnosed dermatitis were due 
to therapeutic measures; not all of these, how- 
ever, were used in dermatological conditions. 

There is one other matter of interest, which 
is not ineluded in the history. He returned 
later in the year at my request for skin tests. 
I used for these tests the ingredients of the 
ointment used for scabies, turpentine, arsphena- 
min, neoarsphenamin, and a control. The only 
reaction which occurred was about the area to 
which the balsam of Peru had been applied. 
This area showed a marked vesiculation over an 
area of about one-half to three-quarters of an 
inch. There were numerous vesicles outside this 
area. This lasted from. seven to ten days. It 
must be remembered that this test was made 
after his skin had already been irritated by the 
ointment, by the turpentine, and by the arsphen- 
amin. But at any rate it suggests that balsam 
of Peru may have been the active factor in the 
dermatitis which followed his treatment for 
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scabies, and therefore may bear a causal rela- 
tionship in the last two insults to his skin. 

This case shows a most unusual sequence of 
dermatological accidents in two years, which 
made it necessary for the patient to change his 
occupation, not to mention the time lost because 
of the various pathological conditions of his 


A Puysictan: Has this man a history of any 
urticaria? 

Dr. Lane: No. His skin history begins with 
the pityriasis rosea; none of his lesions at any 
time suggested urticaria. 

A Puysician: Doesn’t it seem unusual that 
he should not have had an urticarial tendency 
when he reacts so easily to external and in- 
ternal medication? Or has it anything to do 
with allergy? 

Dr. Lane: I do not believe it has anything to 
do with allergy in the sense that this latter is a 
more specific thing. I believe we should class 
this case as one with a sensitive skin, sensitive 
generally rather than sensitive to any one spe- 
cific substance. <As far as the urticarial ten- 
dency is concerned, we may see skins develop a 
a dermatitis from external agents, as an eruption 
from drugs, for example, without any urticarial 
manifestations. 


DIAGNOSIS 


(Pityriasis rosea.) 

Scabies. 

Dermatitis (probably due to sulphur). 

Dermatitis (due to ointment). 

Syphilis. 

Toxie erythema with exfoliativa (diarsenol). 

Industrial dermatitis (probably due to tur- 
pentine). 


CASE 12383 


CEREBRAL SYMPTOMS ASSOCIATED 
WITH RESPIRATORY INFECTION 


CHILDREN’s MepicaL DEPARTMENT 


A Hungarian-American Jewish boy eleven 
years old entered August 3. The complaints 
were drowsiness and fever of one day’s duration. 
He was normal at birth and developed normally. 
He had measles at five years, influenza at five 
- a half, and whooping cough at six and a 

alf. 

August 1 he went swimming. The next day 
he felt well until three o’clock in the afternoon. 
Then he complained of feeling tired. His moth- 
er put him to bed at onee. An hour later he 
complained of headache. He was given Ex-Lax, 
and immediately vomited his noon meal. In the 
evening he was given a dose of castor oil, and 
half an hour later vomited again. At that time 
he was feverish. The morning of admission his 
bowels moved at five and at six o’clock. At 


eleven o’clock he was pale, yellow and more 
feverish. He complained of no pain except 
headache. A doctor gave some pills. Two hours 
later the patient became unconscious and at the 
same time restless when disturbed even slightly. 

When seen in the Emergency Ward he was 
drowsy, very restless when disturbed, skin very 
dry, with a rectal temperature of 106.6°, pulse 
130, respiration 40, leucocytes 32,000. There 
was marked neck rigidity and definite Kernig. 
At 9 p. m. he went into a convulsion, with arms 
and legs stiffened and hands grasping in the 
characteristic cerebral spastic manner. ‘The 
whole body was cyanotic and spastic. The eyes 
were rolled up. There was a little foaming at 
the mouth. An attempt to straighten the limbs 
was unsuccessful. There was definite anal 
sphincter relaxation. The convulsion lasted 
about five minutes. After it he went to sleep. 
There was definite Babinski and ankle clonus on 
the left. The left knee-jerk became hyperactive, 
though fifteen minutes before it was not made 
out. The eyes showed no definite strabismus or 
nystagmus. 

Examination in the wards later showed a well 
nourished, sick looking boy lying on his side, 
tossing about in a semiconscious condition and 
very irritable. Moving his body caused pain. 
The skin showed petechiae. The head was held 
thrown slightly back. The legs were flexed on 
the thighs and the thighs on the abdomen. The 
head and limbs were held somewhat rigid. The 
head showed no evidence of recent injury. The 
eves were turned in, the pupils irregular, un- 
equal, and reacted sluggishly to light and ae- 
eommodation. The nose and ears were negative. 
The mucous membranes of the mouth were pale. 
The tongue was coated. The tonsils and 
pharynx were reddened. The lungs showed 
slight impairment. At the right apex were 
harsh breath sounds. The abdomen was scaph- 
oid, with no abnormalities except a few red 
spots on the skin of the upper abdomen and 
chest. The abdominal reflexes were active. The 
knee-jerks were increased. There was marked 
neck sign with Brudzinski, and bilateral Kernig 
with inability to bring up the legs more than at 
a right angle. The knee-jerks were increased, 
with no Babinski. Ankle clonus was present. 
There was dermographia. The patient was 
hy peresthetie. 

The urine was alkaline at one of three exam- 
inations, specifie gravity 1.014 to 1.028, the 
slightest possible trace of albumin onee, acetone 
once; sediment, occasional leucotytes at one 
examination, five per high power field in a 
centrifuged specimen at another. Blood: !eu- 
eocytes 32,000 August 3, 9,800 August 6, 19,300 
August 12, 11,150 September 7, polynuclears 83 
to 58 per cent., reds 6,710,000 to 4,540,000. 
Wassermann negative. Stools firm with water; 
guaiae strongly positive. 

The temperature was 101.9° to 106.8°, the 
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day the boy was very irrational and restless, 
and refused to respond when spoken to or to 
take food or liquids. An enema was expelled. 
At half past three another lumbar juncture 
was done, and 28 eubie centimeters of serum 
given. Before the puncture the blood pressure 
was 112/64, after the puncture 107/50. 

Two blood eultures August 4 showed no 
growth, and a Gram-stained smear of the blood 
showed no organisms. Cultures from the throat 
and from a posterior nasal swab showed a few 
Gram-negative diplococci in both tubes. 

August 5 the patient seemed improved. He 
was rational and answered questions. The tem. 
perature was down to 101.8°. He took fluids by 
mouth. There was less hypersensitiveness and 
the neck was not so rigid. <A neurological con- 
sultant advised cistern injection of serum, since 
no permanent benefit had come from the lumbar 
injections. That afternoon another lumbar 
pucture was done, and 35 cubic centimeters of 
serum given. After the injection of the serum 
into the spinal canal the temperature shot up 
to 104.4° and the blood pressure fell to 96/50. 
10 eubie centimeters of serum was withdrawn 
with no change. Atropin gr. 1/150 and adren- 
alin 14 eubie centimeter were given with good 
results. The boy seemed very drowsy and re- 
sponded only after great effort. The tempera- 
ture reached 105.2°, the neck seemed more 
rigid, and moving the child seemed to give him 
pain. August 7 he was delirious at intervals 
and did not respond at all. There was a boggy 
swelling at the site of the cistern tap. He had 
not had the expected reaction from this injee- 
tion or any of the others. A short dry cough 
had been present since the day before and the 
lungs showed seattered areas of fine suberepi- 
tant rales over the left base. The temperature 
was 104.8°. A nerve consultant reported, ‘‘The 
continued temperature after four treatments 
with serum seems to indicate ventriculitis. Ad- 
vise ventricular puncture and intraventricular 
serum.’’ Later in the day an area of consolida. 
tion appeared at the left base with bronchial 
breathing. Sponging relaxed the patient, and 
he fell into a restful sleep with a ‘all of one 
half to one degree in temperature. Everything 
considered he seemed worse than at any time 
since admission. A nasal tube was inserted for 
food and liquid feedings. 


That day a combined ventricular and lumbar 
puncture was done. The posterior horn of the 
right lateral ventricle was tapped simultaneous- 
ly with the lumbar region. The pressures in the 
two loci were normal, being about 150 milli- 
meters. There was no evidence of block between 
the ventricular and the lumbar region. The ven- 
tricular fluid seemed clear. About 15 eubie 


centimeters of fluid was withdrawn from the 
ventricle. 15 eubie centimeters of half strength 
antimeningococcus serum which had been di- 
luted with salt solution was then allowed to flow 


by gravity into the ventricle, and at the same 
time cerebrospinal fluid was allowed to flow out 
of the lumbar needle, thus washing out the 
spinal fluid system during the administration of 
the serum. The patient stood the operation 
very well. The next morning, however, his con- 
dition was very bad. He refused fluids by 
mouth. The temperature was 103.5°-106°. The 
lung signs were distinctly more evident. The 
right base showed coarse rales. The heart 
sounds were very faint, rapid (150) and irregu- 
lar. The patient was semiconscious but irra- 
tional. The nerve findings were the same, though 
the knee-jerks were very slight and inconstant. 
There was impairment in the left subscapular 
area with bronchial breathing and occasional 
inspiratory clicks. Tactile fremitus was in- 
creased. 

From this point he gradually improved, be- 
came more rational and less irritable and sensi- 
tive. The neck signs, reflexes and Kernig be- 
came less marked. The face was flushed. He 
slept much, but could be easily aroused and an- 
swered questions intelligently. By August 10 
the temperature was 98.6°, the pulse 100-110. 
the respiration 35 to 40. He took and retained 
sufficient fluid. The diet was increased to soft 
solids. On the right flank posteriorly was a 
large kidney-shaped dark brown area resemb- 
ling hemorrhage into the skin, not present the 
day before and of unknown cause. In the lum- 
bosaeral region over the bone and neck prom- 
inences were two reddened areas with a small 
abseess at the center of each. 

By August 12 the lunes were clearing up well. 
The stiffness of the neck, the Kernig and the 
pain on movement were entirely gone. Slight 
strabismus of the left eye remained, but was 
gone by the 14th. By the 16th a new abscess 
appeared over the anterior-superior spine of the 
left ilium involving the deep structures of the 
inguinal canal. There was deep fluctuation. 
Some pus was obtained from the wound of the 
ventricular puneture. The abscess over the 
ilium was opened, and drained well. By August 
22 the infection about the trephine and that of 
the back had cleared. There were still seattered 
coarse rales over both bases, but no signs of fluid 
or pus. From this point he gained strength 
rapidly. By the 26th all toxie signs had cleare« 
up and he was about in a wheel chair and taking 
the regular hospital diet with relish. By the 
30th he was making attempts to walk, at first 
somewhat unsteadily. By September 2 lie 
walked well. No impairment of the muse!lcs 
could be found. At his discharge September 12 
his physical condition was very good. His men- 
tality and nervous and muscular systems were 
quite normal. 

Discussion 
BY ELI CHARLES ROMBERG, M.D. 

We have a young boy whose past history ‘s 

essentially negative, who very abruptly dey:!- 


| 
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ops * severe headache followed by high fever 
ani »-arked prostration. He is given a cathar- 
tic » v.h he promptly vomits, The condition is 
not leved by other medication. The severe 
hea ie he is his chief complaint. The condition 


becories progressively worse, he has generalized 
eons! sions, upper neck and body pains partic- 
ylar'y on movement, and soon he lapses into un- 
eons ousness occasionally disturbed by periods 
of delirium, At times he can be awakened from 
his dull apathetic state to answer a brief ques- 
tion and to take a little fluid, which apparently 
js difieult for him to do. 

The important physical findings are a high 
sustained temperature (106.6° ) on entry— 
pulse elevated (130) and respiration increased 
(49). There is a persistent neck rigidity with 
the head thrown slightly baek, bilateral Kernig, 
with Babinski and ankle clonus of the left lower 
extremity. The pupils are irregular and un- 
equal and react sluggishly to light and accom- 
modation. There are scattered petechiae. There 
is dermographia and the patient is hyperesthe- 
tic. In the right posterior apex there is only 
suggestive impairment with rather harsh breath 
sounds. 

Most of the time the patient was unconscious, 
and several times the end seemed very near. He 
had very many generalized convulsions which 
lasted from about five to ten minutes, during 
which he became extremely cyanotic and was 
incontinent. On the ninth day from the onset 
of the disease there was a sharp drop of his 
temperature, pulse, and respiration to normal. 
The important laboratory findings are: leuco- 
eytes 32.000 with a high polynuclear count, a 
clear spinal fluid the pressure of which was 
greatly inereased at all times, the cell count 
varving from 89 on the first examination to 280 
on the second. A smear made from the culture 
showed many Gram-negative intra- and extra- 
cellular diplocoeei. There was an increase in 
the sugar content of the spinal fluid which per- 
sisted during the infection. 

It is very unusual to have many cases ¢ 
phemmonia on our ward in the summer. At this 
time there were three such cases, two of which 
showed marked meningitie involvement: there 
wos a history of sudden onset, high temperature, 
convulsions, with marked rigidity of the neck 
and bilateral Kernig. Examination of the chest 
shoved a localized impairment to percussion but 
nove of the other signs of infiltration. The 
s!-nal finid was negative in each case. Grad- 
vey within two or three days the meningeal 
‘ies disappeared, and on the fourth day where 
‘ere was only a suggestive impairment. There 

now all the signs of a localized pneumonia. 

‘risis took place with an uneventful recov- 

This is the typical pieture of a pneumonia 
_ (oes not show its physical signs for at least 
‘ce to four days, and during the first few 
“. +> has all the earmarks of a true meningitis. 


ere 
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'f it had not been for the lumbar puncture with 
ihe production of a typical growth and the find- 
inv of the intracellular diplococci, it might have 
been considered an aseptic meningitis or a men- 
invismus, like the other two cases presented. 

With the finding of the clear spinal fluid I do 
not know what prompted the intern to inject 
io the spine the antimeningococcus serum. 
liaving so little else in the physical examina- 
tion to consider other than a meningitis he 
thought such a procedure would do no harm 
anyway ; unless he felt that in a child a temper- 
ature of 106.6° was indicative of meningeal in- 
volvement. It is rather unusual to have a clear 
fluid in meningococeus meningitis, but it is 
seen in the first twenty-four hours particularly 
in the fulminating types of this infection. In 
such fluids seen at this time there usually is an 
excess of mononuclears, though the cells are few 
and the organisms quite numerous. Some be- 
lieve that a clear fluid brings with it a bad prog- 
nosis, unless the organisms gradually decrease 
in number. This boy had a reddened pharynx, 
and cultures from the throat and from a poste- 
rior nasal swab disclosed Gram-negative diplo- 
eoeci. Perhaps the invasion of these organisms 
was from the nasopharynx directly into the 
blood stream. The smears from a spinal fluid 
in this infection show a preponderance of intra- 
cellular diplococei with many extracellular dip- 
locoeei. The reduction of sugar in the spinal 
fluid in such eases has been considered of great 
importance. In any ease of purulent meningitis 
there generally is a fairly good reduction of 
Fehling’s or Benedict’s, this frequently disap- 
pearing as the patient becomes worse. In mild 
cases the reduction may be within normal limits 
throughout the disease. In this case the sugar 
reduction was slightly increased throughout the 
infection. On August 4 the goldsol was re- 
ported as 1111122342, which is fairly typical of 
a meningitis. At other times it was not char- 
acteristic of anything. 

Though it is stated that positive blood eul- 
tures are obtained from meningitie patients who 
show petechiae, we were never able to obtain 
any growth. 

Ordinarily in a ease of meningococcus men- 


ingitis after an intraspinous injection of anti- 


menigocoeeus serum the patient is decidedly 
improved on the next dav. If there has been 
any vomiting this ceases, the temperature is dis- 
tinetly lower, and the fluid if it has been puru- 
lent becomes less so. Usually in an uneomplica- 
ted ease after about four to five daily lumbar 
punefures the temperature will be practically 
normal and a!l the other subjective symptoms 
When our patient showed 


no improvement after several intraspinous in- 
iections, though his spinal fluid was distinctly 
improved, we thought that there might be a 
block of the Luschka and Magendie foramina. 
A combined cistern and spinal tap showed no 
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obstruction, with a clear fluid. Still the tem- 
perature persisted (105°), the physical findings 
previously described were present, and the pa- 
tient was extremely low. At this time, the fifth 
day of the disease, there was definite impair- 
ment in the left subscapular region with all the 
typical signs of pulmonary infiltration. This 
seemed to explain the persistence of the temper- 
ature after the findings of clear spinal fluids, 
yet the patient was too profoundly prostrated 
and the meningeal symptoms, which ordinarily 
would have disappeared in two or three days if 
they were nothing but evidence of a meningis- 
mus, still persisted almost as acute as on entry. 
Because of this situation the possibility of a 
ventriculitis was considered, with possible ob- 
struction of the foramina of Monroe or the iter. 
A tap was done, and again the fluid appeared 
clear. We then decided to mark time and elim- 
inate any further antimenigococcie treatment. 
We did not think it wise to attempt intraven- 
ous medication at any time, as it is not an ad- 
visable procedure in children. It was interest- 
ing to observe that as the spinal fluid cleared up 
the diplococei took on a Gram-positive stain. 


Ordinarily it is a bad policy to attempt to 
explain any sudden illness by two distinct path- 
ological processes, different in the infecting or- 
ganism, the mode of transmission and the path- 
ology that develops. Our course of treatment 
was justified by the findings of the first few 
lumbar punctures, and the other surgical pro- 
cedures illustrated interesting methods of deter- 
mining whether there is any disturbance in the 
spinal fluid circulation in such an infection. Ap- 
parently the pneumonia was the cause of the 
persistence of the fever after the spinal infee- 
tion had cleared up. If no spinal fluid inves- 
tigation had been made at all, and we had mere- 
ly observed the patient clinically, and had seen 
his temperature and pulse chart, we should 
probably have called this a case of pneumonia. 

I saw him nine months later. I recommended 
that he should not go to school. He shows ab- 
solutely none of the sequelae so frequently asso- 
ciated with meningitis. He is bright, active, 
‘walks normally. There is no evidence of par- 
alysis, no ear involvement, no heart or lung or 
any of the complications so frequently found 
with this condition. 

Dr. Casor: I have seen a good many com- 
bined pneumonias in meningitie cases in adults. 
I think the question of some interest here is 
whether we can say it is pneumonia and men- 
ingitis or meningitis and pneumonia. I should 
say it is pneumonia and meningitis—pneumonia 
the big and meningitis the small factor. The 
comparatively low count of eells, the clearness 
of the fluid, and especially the way the temper- 
ature came down, as you pointed out, seem to 


me to show that he was essentially sick with 
pneumonia. 


Dr. Romsere: Do you suppose he may have 
been a carrier, so that this focus of infection ‘ed 
to this mild meningeal involvement ? 

Dr. Cazsor: It seems perfectly possible. 


DIAGNOSIS 


Cerebrospinal meningitis, epidemic. 
Lobar pneumonia. 


RED CROSS SERVICES FIGHT SUPER. 
STITION IN PROMOTING HEALTH 


Susstitutine the skill and science of modern 
medicine for the dangerous devices of the witch- 
doctor, the old-wife, and other ancient sources 
of ‘‘eures,’’ is a part of the daily work of the 
Red Cross Public Health Nurses, working in 
conjunction with Red Cross Chapters in every 
part of the United States. 

Besides their usefulness in promoting com- 
munity health, the Public Health Nurses in- 
struct classes in the community in eare of the 
sick in the home, and perform other valuable 
work. 

Another service engaged in fighting obsolete 
ideas which affect safety and health, is the First 
Aid and Life Saving branch of the Red Cross, 
which advocates such improvements as antisep- 
tic bandages in place of musty cobwebs to 
staunch bleeding, and teaches thousands every 
vear to apply efficient first aid until a doctor 
arrives. This knowledge has undoubtedly saved 
lives on many occasions, as Red Cross reports 
show. 

These are some of the reasons for the Red 
Cross program, which needs the active support, 
through membership, of every American. Join 
during the Tenth Annual Roll Call this year, 
from November 11th to 25th. 


SILENT SICKNESS 


Some very remarkable figures are brought out 
in a recent study by Dr. Edgar Sydenstricker, statis- 
tician of the United States Public Health Service, in 
reporting on a sickness survey recently conducted 
in Hagerstown, Maryland. 

This study, based on sickness records for 7200 | 
white persons of all ages and the mortality among 
the total white population covering a period of 28 
months, shows that while the sickness rate from 
respiratory diseases was 668 per thousand, these dis- 
eases constituted only 19 per cent. of the death rate. 
On the other hand, while the sickness rate from dis- 
eases of the heart, blood vessels and kidneys was 
only 36 per thousand, these diseases constituted more 
than 34 per cent. of the death rate. 

Another interesting point brought out is that at 
ages 45 to 64 it was found that the number of ill- 
nesses per death was only 50 while at ages of 15 to 
24 the number of illnesses per death was 200.—JLi/e 
Extension Institute Journal. 
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A MEDICAL | DUTY 


SOMETIMES the remission of a disease may 
spell more harm than an epidemic itself. We 
may feel that natural changes are causing a 
disease to recede, that sanitary measures are 
bringing about its decline, or that our efforts 
are leading to its conquest. In any ease we give 
its dangers less thought, we may slacken our 
efforts at prevention, and thus we may prepare 
the field for another epidemic sweep. 

We should be on our guard against diphther- 
io. For three years we have been enjoying an 
increasing relief from this disease, the sickness 

and death rates being the lowest in the recorded 
i story of the state. Diphtheria prevention 
tveasures have played some part in this general 
cecline, but not necessarily a major part. It 
is the nature of this particular disease to rage 
me ‘i there are no more susceptibles to attack, 
to _be quiet until fresh susceptibles come 

og. Denmark was favored with just such an 
interval as we are now experiencing. There, 
tive immunization by means of toxin-anti- 
toxin was not practiced so that was not a factor 
‘" redueing the prevalence. After three years 


a 


| 


of comparative and welcome respite, that coun- 
try saw diphtheria mount again to its old high 
levele Our good fortune of the last three years 
is being shared by Norway, where no new speci- 
fie measures have been taken to thwart the dis- 
ease. There apparently the disease is in one of 
‘ts natural troughs. 

We know that in many medical minds the 
‘ear of diphtheria is being lulled by its relative 
absence. Some practitioners are relaxing their 
urgenee upon parents for the active immuniza- 
tion of children, and some are advising against 
the practice, feeling perhaps that the danger 
as passed. Unless the disease is changing its 
character—and that has never been its history 
—it will come back again and in virulent type. 

This then, instead of being the time for re- 
laxation, is the time to prepare against its com- 
ing. With active immunization of children 
with toxin-antitoxin there will be just so many 
less victims to. its next attack. 


HEREDITY AND CANCER 


THE question as to whether or not cancer, or 
in a more general sense malignant disease, is 
influenced by heredity has always been a much 
mooted question. 

By far the majority of experimental workers 
believe that the fendencies toward cancer re-. 
sistanee and susceptibility are both inheritable 
factors. The most convincing work has been 
that of Slye’. During a period of seventeen 
years approximately sixty-five thousand mice 
have been observed and on the basis of these 
observations she concludes that the tendency 
toward cancer, or cancer susceptibility, ex- 
pressed in terms of the Mendelian law, is an in- 
heritable characteristic recessive to the domin- 
ant cancer-resistant characteristic. 

In view of the facts (1) that statistical stud- 
ies, such as those of Little’, and Weinberg* 
show a higher incidence of malignant disease in 
the blood relatives of cancerous individuals 
than in those of non-cancerous, (2) that many 
notable ‘‘eancer families’? have been reported, 
(3) that the etiological factor concerned in ma- 
lignant disease is probably one having to do 
with abnormalities of the unknown controlling 
mechanisms of cell growth and that other simi- 
lar abnormalities, as evidenced by brachydactyls, 
dwarfs, giants, ete., are probably inheritable 
and (4) that experimental work in lower mam- 
mals has proved the inheritability of the ten- 
deney toward and against cancer, it seems more 
than likely that in humans this same factor of 
inheritance must play some role. 

However, it must not be assumed that such 
tendencies are the only factors involved. Un- 
doubtedly many other factors are concerned in 
the eontrol of the delicate growth regulating 


mechanism of the body tissues. In humans 


= 
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ehronie infection or irritation per se is frequent- 
ly the chief contributing cause of malignancy. 

From a practical point of view a great d 
can be contributed by the physician as regards 
familial statistics of cancerous individuals and 
probably the marriage of individuals each with 
pronounced cancerous families should be dis- 
couraged. 

REFERENCES 


1 Slye: J. Can. Research, 1926, X, 15. 
2 Little: Carnegie Instit., Year Book No. 20, 1921, 159. 
3 Weinberg: Z. f. Krebs-Forsch., 1904, II, 201. 


HYGEIA FOR SEPTEMBER 


WE have been criticised for a recent a 
ment of Hygeia by a prominent practitioner 
whose soiuion earries weight. This critic based 
his contention on what was believed to be a glar- 
ing misstatement in a former issue of this pub- 
lication. The early issues of this journal did 
not appeal to a considerable number of conserv- 
ative physicians. We believe that great im- 
provement has been made in this journal and 
that the September number is a valuable con- 
tribution to that form of publicity which will 
convey to the laity proper understanding of the 
great contributions which scientific medicine 
has made to humanity. We have found nothing 
objectionable in this number but on the con- 
trary the pages are crammed with useful in- 
formation presented in a way to carry a lesson 
which will influence the lay reader. 

If the article under the title ‘‘He Stoops to 
Conquer’’ could be read by every intelligent 
voter of the country and compared with the 
literature of the cults, we would never need to 
fear the possibility of legislation which would 
legalize irregular or degrade honest medicine. 

Even at the risk of displeasing some of our 
friends, we urge the placing of this September 
issue of Hygeia in the hands of every person 
who can read and understand the English 
language. 


THIS WEEK’S ISSUE 
ContTarns articles by the following authors: 


Kine, DoNatp A.B.; M.D. Harvard Medi- 
eal School 1918; Assistant in Medicine, Harvard 
Medical School; Assistant Physician Out-Pa- 
tients, Massachusetts General Hospital. Ad- 
dress: 205 Beacon St., Boston. He writes on 
‘The Relation of the School Physician to the 
Family Doctor,’’ page 605. 


Mrixter, G., 8.B.; M.D. Harvard 
Medical School 1906; F.A.C.S.; Member Ameri- 
ean Surgical Association, New England Surgi- 
eal Association, Southern Surgical Association; 
Instructor in Surgery, Graduate School of Medi- 
eine, Harvard University; Assistant Surgeon, 
Children’s Hospital, Boston. Address: 270 


Commonwealth ‘Ave., Boston. He writes o. 
‘The Surgical Aspects of Pyuria in Childhood. 
page 615. 


Waitt, Bensamin, Ph.D. Yale; Director | 
the Massachusetts Antitoxin and Vaccine La!. - 
ratory, Assistant Professor Bacteriology ai 
Immunology, Harvard Medical School an! 
School of Public Health. Address: 375 Sou‘) 
St., Jamaica Plain. His subject is ‘‘ Diphtheria 
Prevention,’’ page 625. 


Huser, Epwarp G. Detailed Record on Pave 
291, No. 6, Vol. 195. Continued article on ‘‘The 
Control of Communicable Diseases Prevalent in 


Massachusetts,’’ page 632. Address: War 
Dept., Washington, D. C. 
Che Massachucetts Medical Society 


STATED MEETING OF THE COUNCIL 


A STATED meeting of the Council will be held 
in John Ware Hall, Boston Medical Library, 
Wednesday, October 6, 1926, at 12 0’clock, noon. 
Business: | 

1. Committee of Arrangements: Plans for 
Annual Meeting. 

2. Committee on Membership and Finance. 
Reports. 

3. Committees to consider petitions for re- 
storation. Reports. New petitions for restora- 
tion to privileges of fellowship. 

4. Committee on Medical Education and Med- 
ical Diplomas. Report to Council, June 8, 1926, 
a reprint of which is inclosed. Resolutions on 
the last page, which were referred to this meet- 
ing by vote, are called to the attention of Coun- 
cilors. 

5. Committee on State and National Legisla- 
tion. Presents a pamphlet on Medical Relief in 
Disaster, adopted by the House of Delegates, 
American Medical Association, for action. Copy 
inclosed. 

6. Appoint Auditing Committee. 

7. Perfecting amendment to clause (c), See- 
tion 8, Chapter I, of By-Laws. 

8. Action on suggestion of David W. Parker, 
M.D., of Manchester, N. H., President of New 
Hampshire Medical Society, as to the formation 
of a New England Medical Council. 

9. Incidental Business. 

Water L. Burrace, 
Secretary. 


MEMBERSHIP CHANGES 
AvcGustT 1, 1926, To Sepremper 1, 1926 


Nore:—The deaths will be found under “Recen’ 
Deaths,” in the columns of the Journat, as reporte’ 
Wattrr L. Burrace, Secretary. 


Chadbourne, Arthur P., from Denver, Colo., to Dwight 
Ill., U. S. Veterans Bureau Hospital. 
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_wlwin N., Boston, from 39 Hemenway Street 
Boylston Street. 
+. Martin F., Boston, now 395 Commonwealth 


He. 


Dav ank A., from New Haven, Conn., to The 
«. N. Y., U. S. Veterans Hospital. 

Da. Neil A., from Medford to Waltham. Office, 
~. ston, Department of Mental Diseases, State 
t use. 

Gall: ocr, William H., from Boston (Suffolk) to 
Pa. (Non-Resident List), Somerset 
County Hospital. 

Gilchriest, Bernard F., Springfield, from 719 to 726 
Main Street. 


Good.il, Edwin B., from Wollaston (Norfolk South) 
9 Newton Center (Middlesex South). Office, Bos- 
ton, 15 Bay State Road. 

Jenkin, John T., has left Worcester and is now at 
Shrub Oak, Westchester County, New York State. 

Judd, Ernest H., Springfield, now 6 Temple Street. 

Korb, Harry, from New York City to Roxbury (Nor- 
folk), 64 Brunswick Street. 

MeJdalia, Leon S., Boston, has moved from 483 Bea- 
con Street to 78 Bay State Road. 

Metcalf, Ben H., Phoenix, Ariz., now 533 West Wil- 
letta Street. 

Miner, L. M. S., has moved his Boston office from 
153 Newbury Street to 363 Marlborough Street. 

Moore, George C., Boston, has moved from 384 to 475 
Commonwealth Avenue. 

Morrison, A. B., from Weeks Mills, Me., to Wood- 
ford’s, Portland, Me., 861 Brighton Avenue. 
Morse, Joseph L., Roxbury, now has a temporary ad- 
dress in New York City at the Skin Department 
of the Vanderbilt Clinic, Sixtieth Street and Am- 

sterdam Avenue. 

Morse, Roy S., from Ashland to Ffamingham, 49 
Lexington Street. 

O’Toole, John L., Bradford, now has his office at 
Haverhill, 54 Merrimack Street. 

Parker, Wallace A., from Charlestown (Middlesex 
South) to Becket (Berkshire). 

Parks, Silas H., from West Stockbridge to Great Bar- 
rington, 28 Castle Street. 

Parsons, A. W., Texas, from San Antonio to Houston, 
General Delivery. 

Perkins, Arthur H., from Boston (Suffolk) to Charles- 
town (Middlesex South). Office, Boston, 475 
Commonwealth Avenue. 

Rauscher, Raymond F., Lynn, from 23 to 64 Nahant 
Street. 

—- - Thomas F., Springfield, now 17 Rittenhouse 

errace, 

Rudy, Abraham, of Dorchester, is now at Richmond 
Hill, L. L, New York, care of C. M. Levin, Lef- 
ferts and 107th Avenue. 

— maa L., Springfield, from 6 to 20 Maple 
oL_reet. 

Stoller, Wayne D., from Slatington, Pa. (Non-Resi- 
a J List), to Needham (Norfolk), Post Office 
suilding. 

Wa ‘ins, Harvey M., from Waltham (Middlesex 
South) to Polk, Pa. (Non-Resident List), State 

‘raining School for the Feeble-minded. 

J. P., has moved his Boston office from 491 to 

Commonwealth Avenue. 


Yatte 


_ © following Worcester Fellows have moved their 
“cs to the Medical Arts Building, 36 Pleasant 
oct, Worcester. Other removals to that address 
Lave been printed previously. 
Cams, Donald §, 


Denning, W. E. 


\adrews, B. F, Fisher, Edgar A. 
‘yers, C. E, Fitzgerald, Clara P. 
cerry, Gordon Kimberley, A. M. 
Lerry, J.C. Lachance, A. P. 
~-eberbach, W. D, La Liberté, E. J. 
-ement, M, W. Langill, M. H. 
Cutler, R. W. Leib, E. R. 


Lewis, E. 8, Schofield, R. W. 
MeGillicuddy, J. T. Sparrow, C. A. 
Maguire, F. L. Trowbridge, E. H. 
O'Connor, Joseph W. Vamvas, A. D. 
MISCELLANY 


teSULT OF THE JULY, 1926, EXAMINATION 
CONDUCTED BY THE MASSACHUSETTS BOARD 
OF REGISTRATION IN MEDICINE 


COMPARATIVE List oF AccEPTED AND REJECTED APPLI- 
CANTS FROM THE VARIOUS MEDICAL SCHOOLS 


Accepted Rejected. 

Louis College of Physicians and 
Surgeons 
Middlesex College of 

Surgery 
Boston College of Physicians and Sur- 

geons .............. 
Tufts College Medical School... 
University of Montreal 
Massachusetts College of Osteopathy... 
University do Porto 
Los Angeles College of Osteopathy... 1 
Philadelphia College of Osteopathy... 2 3. 
Harvard Medical School 6 
Kansas City College of Physicians and 

Surgeons 1 
Boston University School of Medicine... 
University of Lisbon...... 1 
Queen’s University 
University of Maryland 
University Of Colorado 
Jefferson Medical School 
Western University 
Kirksville College of Osteopathy................ 
Bowdoin 
University of Nebraska 
Yale 
Des Moines College of Osteopathy........... 
Meharry 
Syracuse University 
University of Vermont 


St. 
17 


13 


Medicine. and 


9 
2 
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RECENT DEATHS 


BRIGHAM—Dkr. Epwin Howarp BrieuaM, Librari- 
an Emeritus of the Massachusetts Medical Society, 
Library Curator of the Boston Medical Library, died 
at Watertown, September 14, 1926, aged 85 years. 


BANCROFT — Dr. Winrrep Baxter Bancrort of 
South Boston, a retired Fellow of the Massachusetts 
Medical Society, died at Rutland, of tuberculosis, 
September 14, 1926. 

A descendant of Thomas Bancroft, who came to 
Dedham in 1640, Dr. Bancroft was born May 30, 1850, 
in the town of Templeton, the son of the Hon. Alonzo 
and Harriet (Jewett) Bancroft. He was graduated 
from the Boston Latin School in 1870, took his A.B. 
from Amherst in 1874, and his medical degree from 
the Harvard Medical School in 1877. 

After a short service as assistant physician at Dan- 
vers Lunatic Hospital and at the McLean Hospital 
he returned to South Boston, where he resided until 


j his last illness. He was closely identified with social 


and philanthropical activities. He became a member 
of Phillips Congregational Church, May 3, 1885, was 
elected clerk of the parish in 1892, and had served 
in that capacity since. He was a member of the 
board of directors of the City Missionary Society, 
and secretary of the Howard Benevolent Association 
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from 1901 to 1918, and since 1918 had been president. 
He was physician to the Suffolk County House of 
Correction and for about 40 years he was attending 
physician of the Farm and Trades School, Thompson's 
Island. 


BRECK — Dr. Samuet Breck, for many years a 
practitioner of Boston, died at Waverley, September 
12, 1926, after a long illness. 

He was born in Washington, D. C., August 8, 1862, 
the only son of the late Brigadier-General Samuel 
Breck, adjutant-general, U. S. A., and Caroline J. 
Barrett. After taking an S.B. at Columbia Universi- 
ty, New York, he entered the Harvard Medical School, 
from which he received his degree in 1886. Follow- 
ing his term of service as house officer at the Boston 
City Hospital, on the medical side, he became asso- 
ciated with the late Dr. O. W. Doe, who had an ex- 
tensive practice until his death. Dr. Breck subse- 
quently was connected with the medical out-patient 
department of St. Elizabeth’s Hospital, specialized in 
gynecology and had an office in Boston, later moving 
to Brookline to live. He was physician to the Boston 
Dispensary and was foremost in urging the establish- 
ment of the Boston Floating Hospital and served on 
the original staff. The Berkeley Infirmary at 44 
Dwight street was also founded through his efforts, 
and he was for years its active head. 

Besides his wite, Mrs. Louise Eddy Breck, there 
are five surviving children. The name of Samuel has 
been borne by the eldest son in the family for five 
generations and there was until recently a family 
group of four Samuels, Brigadier-General Samuel 
Breck, Dr. Samuel Breck, Samuel Breck, 3rd, and 
Samuel Breck, 4th. 

LIVINGSTON—Dr. Ernest Georce Livineston of 
Lowell died suddenly of heart disease at his summer 
camp at Mountain Rock, September 11, 1926, aged 
54 years. 

He was born in West Berkshire, Vt., April 18, 1872, 
and received his primary and high school education 
in the schools of Richmond, Vt., 12 miles from his 
native village. Early in the 90's his parents moved 
to Lowell and from there he entered the Medical 
School of the University of Vermont, from which 
he was graduated in 1898. 

Upon his graduation he returned to Lowell and 
opened an office in the Fairburn building, making a 
specialty of infectious diseases. He was known to 
his intimates as a man of good nature, ready wit and 
constant readiness to be of assistance to his fellows. 

He was a member of the Massachusetts Medical 
Society, the American Medical Association, the Low- 
ell Lodge of Elks, the William North Lodge, A. F. 
and A. M., Mt. Horeb Royal Arch Chapter, Ahasuerus 
Council, Pilgrim Commandery, Knights Templar, 
Massachusetts Consistory, Aleppo Temple of Nobles 
of the Mystic Shrine, Lowell Commandery, Knights 
of Malta, Loyal Integrity Lodge of Odd Fellows and 
the Manchester Unity Lodge, I. O. O. F. 

Survivors include his widow, Mrs. Arvilla C. Liv- 
ingston, one daughter, his mother, Mrs. Frances E. 
A. Livingston, and one brother, Dr. Clarence B. 


Livingston, a member of the Massachusetts Medical 
Society. 


CORRESPONDENCE 


AFFAIRS IN FRANCE RELATING TO MEDICINE 
Editor, Boston Medical and Surgical Journal: 


The medical bacteriologist touring in France finds 
little of obvious interest in public health. The crops 
are good. The harvest in Normandy and Brittany is 
progressing satisfactorily. There has been very little 
rain. In the larger towns and cities the paved streets 
are washed. Where surface drainage persists there is, 
of course, some smell, but those in charge of the 


streets try, according to their lights, to keep them 
clean. In some Departments there is no special cozu- 
mission on public health. 

At Quimper the director of the Agronomic Labora- 
tory told me of his work on the chemistry of soi,., 
the diseases of plants, and a crude bacteriologica| 
examination of water supplies. Work on diseases of 
animals is all done in Paris. The veterinary inspec- 
tor for the Department serds specimens to Paris 
when necessary. A little local bacteriology is done 
by the doctor in the hospital. His helper is being 
trained in Paris. During the war, when this labora- 
tory did bacteriological control for the army, includ- 
ing meat inspection, out of every thousand caitle 
slaughtered there would be only two infected with 
tuberculosis. There are many cases of human tuber- 
culosis, but the cattle are out of doors winter and 
summer. The climate is favorable for hay and pas- 
turage, so there are a great many cattle—more than 
in Normandy. 

At Concarneau there is a research laboratory in 
connection with the “College de France” and the 
Paris Aquarium. The director is experimenting on 
the physiology of respiration in fishes. They have 
no bacteriological researches at present, though they 
worked on the contamination of oysters by sewage 
some years ago. The director explained to me that 
the official inspection of the tuna fish brought in 
by the larger fishing boats is for size, weight and 
quality. As practically all the tuna are bought by 
canneries and sterilized in the process of packing, 
there is no need to consider the bacteriological point 
of view. The sardines, two hundred in a basket, are 
sold by auction to the numerous canners without 
inspection. 

At Quiberon there are similar picturesque fleets 
of fishing boats and more canning factories. 

At the Hospice Generale in Tours I found a smali, 
well equipped laboratory where is concentrated the 
bacteriological work for the Departement of Indre 
et Loire and neighboring Departements which have 
no laboratory facilities of their own, for the city of 
Tours, for the General Hospital and the Military Hos- 
pital (which are in the same enclosure), and for the 
Medical School. They examine upward of 300 speci- 
mens a month. 

The standard of cleanliness in hotels naturally 
varies not only with the training of the servant per- 


sonnel but also with the habits of the guests. But 


of the universal desire to make guests comfortable 
there can be no question. Mosquitues have been con- 
spicuously absent. The number of flies varies directly 
with the local cleanliness. 

C. G. P. 
Tours, August 13, 1926. 


CONNECTICUT DEPARTMENT OF HEALTH 


MorBIDITY REPORT FOR THE WEEK ENDING 
Avucust 28, 1926 


Diphtheria 10 Conjunctivitis, infec- 
Last week 8 tious 3 
Typhoid fever 4 Encephalitis, epidemic 1 
Last week 4 German measles Pa 
Scarlet fever 8 Mumps 1 
Last week 14 Pneumonia, lobar 2 
Measles 10 Poliomyelitis 1 
Last week 13 Septic sore throat 24 
Whooping cough 21 Tuberculosis, pulmo- 
Last week 25 nary 25 
Bronchopneumonia 6 Gonorrhea 138 
Chickenpox 3 Syphilis 
NEWS ITEMS 


COMPENSATION FOR INDUSTRIAL ACCIDENTS 

The New York Times states that Dr. E. H. Lew in- 
ski-Corwin of the Hospital Bureau of New York w-i) 
present the problem of workmen’s compensation )«- 
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fore ne American Hospital Association at the Atlan- 
tic Cilty meeting during the week of September 27. 

Dr. Corwin will raise the question at the conven- 
tion as to whether it is not a diversion of trust funds 
when they are applied to the maintenance of cases 
in hospitals which are wholly covered by insurance. 
Money that should be paid to hospitals for the care 
of compensation cases, Dr. Corwin declares, is being 
paid out in dividends to insurance company stock- 
holders while the patient is being pauperized by the 
compulsory acceptance of charity. 

“No State in the Union has a workmen’s compensa- 
tion law that is entirely satisfactory,” Dr.+Corwin 
went on. “Of all the types of benefits, those pertain- 
ing to medical and hospital care have been the least 
satisfactorily worked out. The medical and hospital 
aspect of workmen’s compensation continues to be 
the most neglected phase and demands a remedy. 

“The hospitals do not feel that they should be 
called upon to supplement the deficiencies in the 
seale of benefits of compensation laws. They feel this 
expense should be borne by industry. Some of the 
grievances against the casualty companies are well 
grounded, but the basic difficulties are traceable to 
the type of legislation prevailing in each individual 
State, the method of administration of the law, and 
also, to a degree, to the lack of understanding between 
hospitals with regard to a uniform attitude toward 
those problems.” 


THE NEW NEWTON HOSPITAL—Plans for the 
Newton Hospital have been approved. Dr. F. A. 
Washburn, director of the Massachusetts General Hos- 
pital, will be consultant to the architects. 

The new hospital will be built near the present 
structure. It will be of fireproof construction and 
five stories. The building fund of $1,500,000 has been 
more than two-thirds subscribed. 


THE NEW MEDICAL ARTS BUILDING, WORCES- 
TER, MASS.—A new two-story edifice on Pleasant 
Street, Worcester, Mass., designed to meet the re- 
quirements of physicians, has been erected and is 
ready for occupancy. On the first floor are two stores, 
which it is expected will be occupied by concerns 
dealing in such goods as may be related to medicine. 
On the second floor a pharmacy will be installed. 

The finish of the building is artistic and the rooms 
will be supplied with facilities for the installation 
of all necessary apparatus. Two elevators will sup- 
ply adequate service. 

The construction is of the fireproof “type and a 
sprinkler system gives added protection. 

Worcester is to be congratulated, for this building 


gives assurance of excellence in caring for those who 
need medical attention. 


REMOVAL—Dr. J. Marcus has moved from 18 Par- 
menter Street to 261 Hanover Street, Boston, Mass. 


APPOINTMENT OF DR. R. B. DEXTER—Dr. Rod- 
erick B. Dexter, who has been assistant superintend- 
eat of the State Hospital at Taunton, Mass., has been 
appointed assistant to the Commissioner of the State 
Department of Mental Diseases. 

Dr. Neil A. Dayton, who has held this position, has 
been transferred to the position of director of the 
L.vision for Feeble-minded. 


NOTICES 


TRAVEL STUDY CLUB OF AMERICAN 
PHYSICIANS 
; At the completion of its recent European Study 


“our, the Travel Study Club of American Physicians 
‘ceted Dr. Fred H. Albee of New York as president, 


Drs. Edward B. Heckel of Pittsburgh and John P. 
Lord of Omaha as vice-presidents, and Dr. Richard 
Kovacs of New York as secretary. 

Plans are being prepared for the next study trip, 
including the Central European countries: Germany, 
Austria, Czechoslovakia, Hungary and Italy. 


UNITED STATES CIVIL SERVICE 
EXAMINATIONS 


The United States Civil Service Commission an- 
nounces the following open competitive examinations: 
Physiotherapy Aide 
Physiotherapy Pupil Aide 
Physiotherapy Assistant 


Applications for the positions listed above must be 
on file at Washington, D. C., not later than October 9 
and November 27. The dates for assembling of com- 
petitors will be stated on the admission cards sent 
applicants after the close of receipt of applications, 
and will be about ten days after that date. Applica- 
tions received after a closing date will be considered 
for the next date. 

The examinations are to fill vacancies in the field 
service of the Public Health Service and the Veter- 
ans’ Bureau, a vacancy in St. Elizabeth’s Hospital, 
Washington, D. C., and vacancies in positions requir- 
ing similar qualifications. 

The entrance salaries range from $720 a year with 
quarters, subsistence, and laundry, for the lower 
grade positions, to $2,040 a year, without allowances, 
for the higher grade positions. 

Full information and application blanks may be 
obtained from the United States Civil Service Com- 
mission, Washington, D. C., or the secretary of the 
Board of United States Civil Service Examiners at 
the postoffice or custom house in any city. 


Medical Artist 

Applications for medical artist must be on file at 
Washington, D. C., not later than October 12. The 
examination is to fill a vacancy in the Hygienic Lab 
oratory, Public Health Service, Washington, D. C., 
at $2,190 a year, and vacancies occurring in positions 
requiring similar qualifications. 

The duties of this position are to reproduce in col- 
ors both normal and pathological macroscopic and 
microscopic animal structures and to perform work 
of a minor character, such as lettering, chartmaking, 


and the preparation of illustrations for public ex- 
hibits. 


Competitors will not be required to report for ex- 
amination at any place, but wili be rated on samples 
of work submitted with their applications. 

Full information and application blanks may be 
obtained from the United States Civil Service Com- 
mission, Washington, D. C., or the secretary of the 
Board of United States Civil Service Examiners at 
the postoffice or custom house in any city. 


REPORTS AND NOTICES OF 
MEETINGS 
THE NEW HAMPSHIRE STRAFFORD 
COUNTY MEDICAL SOCIETY 


Tue New Hampshire Strafford County Medi- 
eal Society will hold its semi-annual meeting at 
the American House, Dover, N. H., Thursday, 
September the 30th, 1926, at 10 A. M. A busi- 
ness meeting will precede the program which 
will inelude an address on ‘‘Goitre’’ by Dr. 
Hi. M. Clute of the Lahey Clinic, Boston, and a 
paper, ‘‘Some Observations From a Gastro-In- 
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testinal Clinie,’? by Dr. Sara M. Jordan, also of 
the Lahey Clinic. A banquet will follow at 
1 P.M. A eordial invitation is extended to the 
Medical Fraternity to attend this meeting. 

The annual meeting of this society will be 
held in January, 1927. Dr. W. J. Roberts of 
Rochester, N. H., is President; Dr. J. J. Buck- 
ley, Secretary-Treasurer, Dover, N. H. 


MEETING OF THE NEW ENGLAND 
SOCIETY OF PSYCHIATRY 


Tur New England Society of Psychiatry is to 
meet with Dr. Harlan L. Paine at the Grafton 
State Hospital on Wednesday, October 6, 1926. 
The speakers are: Dr. Buell L. Ashmore and 
Dr. Winfred Overholser. 

C. A. Bonner, M.D., 
Secretary, Treasurer, N. E. Society 
of Psychiatry. 


MEETING OF THE MASSACHUSETTS 
GENERAL HOSPITA:. STAFF 


The next meeting of the Massachusetts Gen- 
eral Hospital staff will be held on Thursday, Oc- 
tober 14, at 8:15 p. m. 

The program is as follows: 

1—Presentation of cases. 

2—Dr. Hans Zinsser on Pneumonia. 

3—Dr. George R. Minot on Relation of Diet 
to Pernicious Anemia. 


CLINICAL CONGRESS OF THE AMERI- 
CAN COLLEGE OF SURGEONS 


Tus congress will be held in Montreal, Octo- 
ber 25-29, 1926. 

The surgeons of Montreal have arranged, 
under the direction of the local committee, with 
Dr. Alfred T. Bazin as chairman, a decidedly 
interesting clinical program, which includes 
elinies and demonstrations at the hospitals each 
morning and clinical demonstrations at head- 
quarters each afternoon. 

Programs for the evening meetings, as ar- 
ranged by the executive committee, include pa- 
pers_by_a number of distinguished visitors from 
abroad and eminent surgeons of the United 
States and Canada. Among the distinguished 
visitors will be Professor John Frazer, Univer- 
sity of Edinburgh; Professor Archibald Young, 
University of Glasgow; Professor Roberto Ales- 
sandri, Rome; Professor D. P. D. Wilkie, Uni- 
versity of Edinburgh; Mr. W. Sampson Hand- 
ley, London; Sir Ewen J. Maclean, Cardiff, 
Wales. 

Reduced fares have been authorized by the 
railways of the United States and Canada, a 
rate of one and one-half the regular fare being 
in effect. Full fare is to be paid for the journey 
to Montreal and a certificate procured from the 
agent when ticket is purchased. This certificate, 


September 23, io « 


when validated at headquarters, will enable +'.. 
purchaser to secure a return ticket by the same 
route at one-half the regular fare. 

The session will open at 9:30 on Monday, w't) 
the hospital conference. 


WACHUSETT MEDICAL IMPROVEMENT 
SOCIETY 


THE’ regular meeting of the Wachusett Meci- 
cal Improvement Society was held at Holden 
District Hospital, September 1st at 7:30 P. M. 
After a luncheon served by the Hospital Stai’, 
meeting was called to order by the President, 
Dr. G. N. Lapham. The paper of the evening 
was by Dr. E. L. Hunt, Assistant Medical Ex- 
aminer of Worcester City Hospital. His paper 
was of exceptional interest as he explained the 
relationship of the Medical Examiner to the 
General Practitioner and cited many interesting 
incidents relative to his work. 

The next regular meeting will be held October 
16th and the Society will be favored by a paper 
by Dr. W. Irving Clark, Surgeon to the Norton 
Company, Worcester, Mass., and his subject will 
be ‘‘Industrial Medicine.’’ 

O. Draper PHExps, Secretary. 


BOOK REVIEW 


Clinical Examination of the Nervous System. 
By G. H. Monran-Kronn, with a foreword by 
T. GRAINGER Stewart. 3rd ed. Paul B. Hoe- 
ber, Inc., 1926, pp. xvi + 201. 


A third edition of this well-known handbook 
has appeared. Since the second edition, in 1921, 
there has been a French translation, in 1923. 
The book has, therefore, been popular and de- 
serves to be so. In,.the third edition the num- 
ber of pagts is increased from 135 to 201. One 
of the great difficulties in books of this type is 
to limit the amount of material and the author 
has succeeded in doing this fairly well, although 
the book is already getting into the textbook 
class. It is an ideal book, however, to recom- 
mend to medical students and hospital interns. 
The photographs and illustrations are exception- 
ally good; the diagrams, however, are very 
crude. The author, a Norwegian, Professor of 
Medicine in the Royal Frederick University, 
Oslo, is skilled enough to write in English, so tlic 
book does not suffer from translation. There are 
a number of omissions, but none of a very im. 
portant nature. He does not mention the coni- 
bined ventricular and lumbar puncture useful! 
the diagnosis of cerebellar lesions. Numero: 
misspellings are noted. Lipiodal is spelled /),. 
jodal in many places. Personal names are a): 
misspelled—Tobay for Tobey, and Wildbran 
forWilbrand. The book has earned a well mer- 
ited success and can be highly recommended. 
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